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CHAPTER 1. INTRODUCTION 
Because the various forms of coronary artery disease and 
atherosclerotic heart disease account for most deaths In the United 
States, It Is not surprising that the general population has become 
increasingly conscious of the perils of heart disease and the potential 
Implications of chest pain. 
Americans by the millions have been educated about risk factors of 
coronary heart disease (CHD), and have responded by changing diet, 
increasing exercise, and decreasing smoking. The warning signs of a 
coronary are common knowledge. It Is no wonder that persons experiencing 
chest pain fear that they are seriously 111, whether the chest pain has 
an organic basis or not. 
The chest pain patient is not alone in his/her illness experience. 
The patient is often a member of a family who will have fears and needs 
associated with the chest pain behavior which require attention, and 
which will affect the adjustment of the patient to illness. 
Psychosocial factors have received considerable attention in the 
areas of coronary heart disease. However, past research has focused 
primarily on Individual or intrapsychic variables and has done little 
with family or interpersonal variables. Factors exploring family 
adaptation to adult illness generally, or chest pain behavior 
specifically, have been largely unexplored. 
The patient with chest pain and family are joined in the illness 
experience by the physician and health care team in a cooperative effort 
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to further the adaptation of the patient, and hopefully of family 
members, to Illness. This kind of systemic approach Is necessary If 
physicians Intend to treat emotional, as well as organic, disorders. 
The purpose of this study Is to consider the relationship between 
family members' perceptions of the adjustment required following the 
medical diagnosis of chest pain, and their own subsequent levels of 
psychosocial adjustment and quality of life. Comparisons are made 
between responses of patient groups with chest pain of cardiac origin and 
of non-cardiac origin and their spouses. 
Further examination is given to the associations among variables 
which may affect the basic relationship between groups and their 
subsequent adaptation. The effects of health beliefs, stress 
accumulation, and individual and family resources on the basic 
relationship are considered. 
The present study draws from the paradigms of social epidemiology, 
general systems theory, and individual and family stress theory. 
Chest Pain as a Societal Problem 
Chest pain is one of the most common medical complaints of adult 
patients. Whether they admit it or not, patients are usually concerned 
that chest pain is due to some type of cardiac disease (Seller, 1985). 
Cardiovascular diseases and heart attack caused 547,100 deaths in the 
United States in 1983. Heart attack is the leading cause of death In 
America today. It is estimated that 4,740,000 people alive today have a 
history of heart attack, angina pectoris (chest pain), or both (American 
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Heart Association, 1986). 
Chest pain whether of cardiac origin, or atypical (that is, 
unrelated to cardiovascular disease), initially forces the patient to 
deal with the possibility of chronic disease and/or Impending death. For 
those with pain of cardiac origin, many return home after a period of 
hospitalization to face adjustments associated with chronic disease 
(Croog & Levlne, 1977). In a given year, about one-third of the persons 
who become eligible for disability benefits qualify on the basis of 
cardiovascular disease. The cost of cardiovascular disease in 1986 is 
estimated by the American Heart Association at $78.6 billion. This 
includes the cost of physician and nursing services, hospital and nursing 
home services, the cost of medications and lost productivity resulting 
from disability. 
Because of the extensive information the public has about the 
seriousness of cardiovascular disease, many patients who present with 
atypical chest pain refuse to accept their non-cardiac related diagnosis 
and may become psychological "cripples". Nearly half the people in the 
United States who die of a myocardial infarction have no previously 
diagnosed heart problem (Smith, 1984). Once considered a disease of the 
elderly, cardiovascular disease is now recognized as affecting all age 
groups, and increasingly women, with major socioeconomic Implications on 
personal, familial and societal levels. 
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Chest Pain with Cardiac Origin 
Chest pain Is most dramatically associated with the occurrence of 
myocardial Infarction (MI), the heart attack. When an MI occurs, one of 
the coronary arteries Is occluded to the extent that blood flow to a 
portion of the heart muscle Is cut off, resulting In major tissue damage. 
An acute MI Is diagnosed with positive electrocardiographic changes (EKG) 
and enzyme studies. A patient with recovered myocardial Infarction will 
have an EKG showing stable condition with an old scar and normal enzyme 
levels. 
Chest pain also exhibits with acute onset of retrosternal pain. 
With the presence of atherosclerosis, or arteriosclerosis, a type of 
heart disease, blockage of the coronary arteries supplying blood to the 
heart Is noted. Arteriosclerosis can also present Itself as a blockage 
of the major arteries which provide blood to the coronary arteries 
themselves. This blockage occurs over time and is believed to result 
from combinations of factors including behavior pattern, genetic 
predisposition, smoking, stress, high blood pressure, diet and lack of 
exercise. Detection of severe atherosclerosis is often difficult. A 
patient may complain of pains in his or her chest (angina), or in other 
parts of the body, indicating a problem in blood flow. Angiography, a 
test which shows the extent of blockage using injections of dye, is 
appropriate for diagnostic purposes. Chest pain which is secondary to 
pre-lnfarctlon angina (pain prior to an MI) may require surgical 
intervention, that is angiography with coronary bypass surgery. In other 
cases, which do not require surgery, angiography with medication may be 
5 
used. 
The occurrence of an MI usually results in hospitalization. When 
damage to the heart tissue has been too extensive, death may occur. The 
majority of patients do recover sufficiently to return to normal activity 
at a modified rate. Medical recommendations usually direct the MI 
patient to minimize personal risk factors, which usually results in life 
style changes. These changes have implications for family members, who 
may in turn have to alter their roles and behavior and make some 
adjustments to the presence of chronic illness within the family. 
Chest Pain of Non-cardiac Origin 
A common diagnostic problem is the patient with chest pain of 
uncertain etiology. When such pain is suspected of being cardiac but 
lacks the characteristic features of angina, it may be labeled 
"atypical". This implies that distribution of the pain or those factors 
that precipitate or relieve it are not typical of classical angina 
pectoris (Henderson, Wigle, Sample, & Marryatt, 1978). 
Pain in the chest can be associated with pulmonary disorders such as 
embolism, pneumothorax, pneumonia, and any number of pulmonary 
conditions. In addition, chest pain can be caused by chest wall 
pathology such as costochondritis, intercostal myositis, trauma, and 
metastatic disease. These conditions are diagnosed by clinical 
observation, radiologic examination, laboratory diagnostic procedures, 
and history. The differential diagnosis of chest wall pain other than 
myocardial disease can include a serious prognosis. These conditions, by 
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their own right, could cause as great or greater a degree of anxiety as 
myocardial disease. 
Cardiologists and other physicians involved with the diagnosis and 
treatment of myocardial infarction, coronary insufficiency, pleurisy and 
other types of pain arising from the heart and lungs, tend to dismiss all 
other chest pain as muscular, and as of no consequence (Golding, 1984)• 
These patients may continue, however, to suffer pain as severe as that of 
myocardial insufficiency. Muscular is a term which covers many types of 
pain arising from musculoskeletal structures, often in the cervical or 
thoracic spine. This may include lesions of the thoracic or cervical 
spine, or arthritis of small joints of the rib cage. Often correct 
diagnosis can lead to swiftly effective treatment. Teitze's syndrome, a 
rare condition, is characterized by pain, tenderness, and swelling. 
Though often misdiagnosed, the condition is self-limiting and no 
treatment is indicated. Sternoclavicular hypectosis is a rare disorder 
resembling Teitze's syndrome, exhibiting painful swelling of the sternum, 
clavicle and ribs. However, it is inflammatory and often responds well 
to anti-inflammatory drugs. Fractures and tumors of the ribs which give 
rise to localized pain and tenderness are diagnosed by x-ray or bone 
scan. Lesions of spinal nerve roots may give rise to severe and 
Intractable unilateral chest pain. 
Other sources of chest pain, which are non-cardiac in origin, are 
gastrointestinal disorders. These conditions, such as hiatal hernia, 
duodenal and gastric ulcer, and gastritis, are diagnosed by x-ray or 
response to standard ulcer therapy. 
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Anxiety states are often present with chest pain. Panic disorder, 
as described In the Diagnostic and Statistical Manual of Mental Disorders 
(American Psychiatric Association, 1980) is often manifested by discrete 
periods of apprehension or fear, of which a common symptom is chest pain 
or discomfort. Chest pain due to anxiety syndromes is without physical 
origin. 
Patients experiencing chest pain of non-cardiac origin may be faced 
with pulmonary disease with the potential for serious outcome or death. 
Most patients in this group largely experience conditions which are not 
life threatening. Lay people have been made well aware of the potential 
seriousness of some of the diseases that present with chest pain. J. C. 
Meeroff, Medical Director of the Franklin C. Fetter Family Health Center 
in Charleston, South Carolina, states that the majority of conditions 
that cause chest pain are either of serious nature or of trifling 
significance. The process of differentiating between serious (e.g., 
myocardial infarction) and nonserlous (e.g., anxiety) causes of chest 
pain frequently Involves excessive use of extensive and expensive 
laboratory and hospital procedures. This process may be harmful to 
patients with non-cardiac chest pain. Unnecessary tests and 
hospitalization can be psychologically as well as economically damaging. 
A portion of patients In this group continue to fear a cardiac origin for 
pain, though they may be assured by their physician that this is not so. 
The psychological implications for these patients and their families is 
serious, frequently inhibiting adaptation and producing higher levels of 
anxiety and depression. 
8 
Chest Pain as a Family Problem 
As George Engel (1977) stated In his classic article In Science, 
modern medicine has opted for molecular biology as Its knowledge base. 
Disease Is accounted for by deviation from the norm of measurable 
biological variables and Is supposedly Independent of social behavior. 
Engel postulates that the biomedical model ignores crucial aspects of 
health and health care. Rather, he calls for a blopsychosoclal model 
that emphasizes the unity of body, mind and social context. 
The family Is the primary social context for health care. Doherty 
and Balrd (1983) state that, In addition to being the agent of the 
genetic transmission of disease, the family is a major source of the 
following aspects of health and Illness: 1) the transmission of 
Infectious diseases; 2) health behaviors such as nutrition, hygiene, and 
medicine taking; 3) psychosocial stress affecting health; 4) social 
support for preventing illness and recovering from illness; 5) 
definitions of health and Illness events; 6) decisions on health care 
utilization; 7) the social group most immediately affected by illness and 
medical treatment. 
Walker (1985) argues that a more complete understanding of the 
process of families under stress is needed. Understanding will not occur 
unless we attend to the multiple Interdependent levels of the social 
system: individual, dyadic, familial, social network, community, and 
cultural/historical (Riegel, 1976). In viewing the family from the 
perspective of general systems theory, Nelson and Norem (1981) focus on a 
definitional process which Includes input to the individual among those 
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system levels. 
Viewing chest pain as an event which happens to an individual who 
exists within a social system, that same medical stressor would affect 
individuals in a family in different ways. The chest pain event may have 
a direct impact on one family member, but not on all family members 
(Montgomery, 1982). Stress producers differing degrees of strain on 
family members (Hansen & Hill, 1964). When a husband in a patriarchal 
family is diagnosed with chest pain, the potential for physical 
disability—even death—is considered. Physical disability may lead to 
loss of employment and his role as breadwinner. He must cope with 
biological changes that co-occur with a decreased capacity to cope with 
the physical environment (Walker, 1985). Psychologically, he may think 
of himself differently in terms of sexuality or masculinity. Changes in 
self-esteem are likely (Safilios-Rothschild, 1976). Loss of social 
relationships, such as with colleagues, must be faced. This crisis may 
entail the renegotiation of his marital relationship, as his primary role 
as husband and breadwinner may be altered. His adaptation to stress is 
likely to produce changes in the family's cohesion. 
Similarly, other family members must confront their own versions of 
husband/father's illness. Â wife may seek employment to help support the 
family. Homemaking tasks may require change and roles may be altered. 
Psychological assistance may be required of a wife/mother to help her 
family cope with the illness. Walker (1985) points out that despite 
these changes, a biological adjustment is not required of her and the 
nature of her stressors differs phenomenologically from that of her 
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husband. While children have their own version of the stressor, their 
adjustments will probably not be of the magnitude required of their 
parents. 
While each family member will experience an Illness event in a 
unique way (Meneghan, 1982), the multiple levels of the social system are 
Interdependent. Stress and responses to stress are processes rather than 
discrete events, with interaction among those social levels. As yet, 
little is known about the family process variables which influence family 
adaptation to chest pain in an adult member. 
Statement of the Problem 
It is generally assumed that the family not only is affected by a 
course of illness, but also has an effect on the adjustment of the 
patient to his/her illness. However, that process of interaction is not 
understood. The need to conceptualize and measure family process and its 
relationship to individual and family adaptation to illness has not been 
met. It is necessary to examine belief systems, coping strategies, and 
interpersonal processes to better determine which variables are important 
in individual and family adaptation to illness. 
This study considers the relationship between family members' 
perceptions of the adjustment required following the medical diagnosis of 
chest pain, and their own subsequent levels of psychosocial adjustment 
and quality of life. Responses of patient groups with chest pain of 
cardiac origin and of non-cardiac origin, and their spouses, are 
compared. This study attempts to examine relationships among selected 
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variables that are important in the family stress equation and subsequent 
adaptation. 
Purpose of the Study 
Family medicine and family therapy 
Chest pain is one of the most common medical complaints of adult 
patients. Because of the relationship to cardiac disease, it is a 
stressful experience not only for the patient but also for the spouse and 
other family members. 
This study is based on the premise that the family is the primary 
social context for health care. Modern medicine has frequently been 
accused of treating the disease but ignoring the patient as a person. 
The field of Family Medicine was created to Increase physicians' 
sensitivity to patients' emotional needs as well as to their physical 
needs. Doherty and Balrd (1983) propose a Triadlc model of patient care 
which joins the efforts of patlent-physlclan-family. An extensive 
literature attests to the Importance of the family In the patient's 
recovery from chronic Illness (Pattlson & Anderson, 1978). Family 
Involvement is equally Important In the treatment of patients' 
psychosocial problems (Doherty & Balrd, 1983). The family is one level 
of the social environment to which health care practitioners have a 
direct access. Family medicine and family therapy can Intervene directly 
at the family level (Campbell, 1986). 
Primary care physicians who wish to provide comprehensive care to 
patients need to obtain a working knowledge of family dynamics and 
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insight into the physician's relationship with families. The primary 
care physician who is able to manage in a holistic fashion both the 
psychosocial problems and related medical problems has an obvious 
treatment advantage. Therapy for psychosocial problems implies a 
conceptual framework and treatment plan which is outside the normal 
training of family physicians. Options for Increased training in primary 
care counseling or referral of intricate psychosocial concerns to 
specialized family therapists, who might work in concert with a 
physician, is available. Without constraints of disciplinary speciality 
to either a narrow biomedical or a strictly psychosocial approach, family 
medicine is an excellent field in which an integrated biopsychosocial 
model in both theory and clinical practice may be forged. 
The field of family health research is furthered by continued 
evaluation of family process in the area of chest pain and a description 
of the family unit as it responds to stress. Â more sophisticated 
understanding of the variables which lead to adaptive outcomes are 
critical in clinical practice. In no other illness has as much attention 
been paid to psychosocial factors as coronary heart disease. Most 
research, however, has focused primarily on Individual or Intrapsychic 
variables, such as anger, depression and behavior pattern. Very little 
research has examined family or Interpersonal variables. By evaluating 
family process and that relationship to adult illness and family 
adaptation, medical and mental health professionals will be in a better 
position to explain and predict preventative as well as rehabilitative 
measures to return the patient and family members to normal activities 
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and relationships. 
Family stress 
The purpose of this study Is to examine specific family variables 
which have been Identified by family stress theorists as having 
importance In both etiology and adaptation to Illness. Very little 
research has been conducted to date which explores the problem of chest 
pain in any age group. However, many other areas of childhood illness 
have received considerable attention. Researchers in the area of family 
health have explored problems of socialization which can occur when an 
ill child is isolated from healthy peers (Drotar, 1981; Heisler & 
Freidman, 1981). Parents' feelings of guilt may be problematic, 
particularly if the Illness is congenital or genetic (Steinhauer & Rae-
Grant, 1983). A recurrent grief may be experienced as the child moves 
through each developmental stage at a restricted level, or at a pace 
which is different from that of healthy children. 
While psychopathology and maladjustment are not inevitable in 
siblings of an ill child, there are studies which explore the negative 
dynamics which may occur within the slbshlp when the ill family member is 
a child. Chronically ill children are often overprotected by parents 
(Drotar, 1981; Steinhauer & Rae-Grant, 1983), resulting in less 
attention, affection and discipline being available to healthy siblings 
(Cairns, Clark, Smith, & Lansky, 1979). Healthy siblings may feel 
jealousy and resentment (Steinhauer & Rae-Grant, 1983) followed by 
sorrow, guilt, anger and depression (Heisler & Freidman, 1981). There 
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are also data which support a normal self-concept in ill children 
(Tavormina, Kastner, Slater & Watt, 1981). Hymovich and Baker (1985) 
studied the coping strategies of parents of children with cystic 
fibrosis. The clinical work of Minuchin, Rosman and Baker (1978) attends 
to the adaptation of families to the children and adolescent illnesses of 
diabetes, asthma and anorexia nervosa. 
In a special edition of Family Relations (Earhart & Sporakowskl, 
1984) about families with handicapped members, nineteen of the twenty-one 
articles focused on childhood illness. In conclusion, childhood illness 
has received considerable attention in family health research; however, 
the factors affecting family adaptation to adult Illness have been 
largely unexplored. This study will focus on façtors which affect family 
adaptation when an adult is the patient. 
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CHAPTER 2. REVIEW OF THE LITERATURE 
The Family's Impact on Health 
While medicine has long asserted that the family is one of the 
principal units of medical care, the resurgence of interest in the role 
of the family unit in health care is notable (Pless, 1984). It is common 
experience that some families deal extremely well with situations that 
devastate others. Studies of family response to chronic illness indicate 
that some families weave the disability into an overall adaptive pattern; 
for others, the disability cements into place (Block, 1983). Researchers 
and clinicians question whether families can be categorized so that their 
vulnerability to risk can be predicted. 
The rationale for attending to family issues in clinical medicine is 
suggested by Bronfenbrenner (in Geddis, 1980), who states that the family 
is the most powerful structure known for nurturing and sustaining the 
capacity of human beings to function effectively in all domains of human 
activity. There is increasing support for the position that a healthy 
system of family support can act as a buffer against life stresses (Soman 
& Soman, 1983). The deleterious effect of family conflict was documented 
years ago by Richardson (1945). More recently, the importance of family 
dynamics to overall mortality has been demonstrated (Berkman & Syme, 
1979), as well as to morbidity due to asthma (DeAraujo, Dudley & Van 
Arsdel, 1972), angina pectoris (Medalle & Goldbourt, 1976) and 
streptococcal infections (Meyer & Haggerty, 1962). 
Doherty and Baird (1983) make the case for a family orientation in 
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health care. They suggest that despite the dramatic changes which the 
American family has experienced in the second half of the 20th century, 
90 percent of the U.S. population make their home with other family 
members. These family members are part of what Doherty and Balrd 
describe as the therapeutic triangle. Doctor, patient, and family 
constitute an interactional unit In which each has an Impact on the other 
two. The Isolated doctor-patient dyad is an Illusion. Family members 
Influence the patient's selection of health care practitioners, 
expectations of appropriate care, and evaluation of the diagnosis and 
prescribed treatment. While Doherty and Balrd suggest a rationale for 
systematically managing behavioral or psychosocial problems in a primary 
care setting, that approach is in its Infancy and a need exists for 
further clarification and practical demonstration for clinical use. 
Social Epidemiology and General Systems Theory 
In the study of the impact of family on health, the two paradigms 
most often used are social epidemiology and general systems theory. 
A broad epidemiology model acknowledges multiple disease agents and 
the role of the environment in affecting the host's susceptibility. 
Social epidemiology has emerged from the infectious disease model in 
which a disease agent infects the susceptible host. 
John Cassel (1970) used the model of epidemiology to explore the 
role of social factors in illness. Cassel believed that stress lowered 
the hosts' resistance to disease agents and that social supports mediated 
the effects of stress. Evidence for use of the epidemiological model was 
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found In a study by Nuckolls, Cassel, and Kaplan (1972), which examined 
stress and social support In pregnancy. 
There has been disagreement concerning social support as a buffer to 
stress or as a factor which acts directly upon the host. Stress 
theorists have questioned whether one can differentiate between disease 
agents and factors affecting susceptibility. The social epidemiology 
model remains the dominant framework for studying psychosocial factors In 
physical Illness. 
General systems theory first developed In the forties and fifties In 
response to the fragmentation and subspeclallzatlon in blomedlclne. The 
biologist Von Bertalanffy (1968) reasoned that science had become so 
reductlonlstlc, and that phenomena had been broken up Into such small 
units that the analysis no longer had meaning. Von Bertalanffy asserted 
that the whole Is greater than the sum of Its parts. He implied that the 
family is more than a collection of Individuals and that change or stress 
affecting one family member affects the whole family. 
Engel (1980) adapted systems theory for use in clinical medicine and 
stressed the critical importance of the systems approach to physical 
illness. He used the term "blopsychosocial" to contrast his model with 
the more traditional biomedical model. Beavers (1983) stresses the need 
for the conceptualization and integration of a multilevel systems 
approach in the practice of primary care medicine. He urges the 
Integration of many levels of systems from single cell to broad social 
organizations. This model has received limited use, however, in the 
general medical community and is primarily used in psychiatry and in some 
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primary care specialties, especially Family Medicine (Campbell, 1986). 
Systems theory Is a model primarily adapted by family therapy (Hoffman, 
1981) and Is becoming Increasingly used In family research and mental 
health. 
A number of critical considerations which affect family research 
distinguish social epidemiology from general systems theory. Social 
epidemiology is derived from a disease model which Implies that the 
disorder exists solely within the patient. Only unidirectional causality 
is examined. Simple and quantitative variables with high reliability are 
employed to measure family (e.g., marital status) and Illness (e.g., 
myocardial infarction). As a result, large numbers of subjects can be 
studied. Statistical techniques permit the estimation of the likelihood 
that results are due to chance. The results reveal little about the 
complexities of family interaction, however (Campbell, 1986). 
Systems theory, conversely, rejects the disease model and views 
individuals' symptoms as functional within the family. A physical or 
psychosocial symptom may become Incorporated into family interaction 
patterns In such a way that it seems essential for the family's harmony 
and regularity (Doherty & Baird, 1983). It is then Important to explore 
multidirectional and/or circular interactions within the family system. 
Such interactions are difficult to measure with high reliability. These 
studies tend to use fewer subjects and less reliable variables. They 
yield Information, however, which is often useful in clinical practice. 
A more comprehensive approach to the study of family health requires 
the combination of models of social epidemiology and general systems 
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theory. This will necessitate the development of reliable and validated 
Instruments which measure family Interactions and can be applied to large 
numbers of families. Additionally, research designs and statistical 
techniques which can measure multidirectional Interactions over time are 
needed. Research In the area of family health must consider the 
development of more meaningful family variables and the use of 
multidirectional interactions. 
Stress Research 
Individual stress research 
It would be difficult to examine the effect of any psychosocial 
factor on health without considering the concept of stress. Even when 
stress Itself is not being measured, it is often viewed as the 
intervening variable between psychosocial processes and illness 
(Campbell, 1986). 
While stress is a valuable concept which helps to Increase our 
understanding of the relationship between mind and body, a clear and 
widely accepted definition does not exist. The work of Selye (1956; 
1974; 1976) and Lazarus (1966; 1979; 1984) has been helpful in laying the 
foundation for an understanding of the stress response in human beings, 
from both physiological and psychologic perspectives. The development of 
Selye's General Adaptation Syndrome (GAS), with its stages of alarm 
reaction, resistance, and exhaustion, provided the basis for development 
of the entire stress concept. 
Selye (1976, p. 14) defined stress as "the nonspecific response of 
20 
the body to any type of Increased demands upon it." These increased 
demands or agents were termed stressors* Therefore, all stressors cause 
the same physiologic reaction, that is the condition of stress. In later 
work, Selye recognized that stressors have specific as well as 
nonspecific effects. Because of the specific effects, stressors do not 
elicit precisely the same response in everyone. The same stressor acts 
differently on different individuals because of internal and external 
conditioning factors. Contingent on the specific properties of the 
stressors, and the particular life conditions, stress can be associated 
with desirable effects (eustress) or undesirable effects (distress) 
(Selye, 1974). 
Current research suggests that the stress response is not a simple 
biologic response to non-specific stressors, but instead a combination of 
complex processes. This includes "the occurrence of a stressor, how it 
is seen physiologically by the organism, under what circumstances the 
stressor occurs, how the organism characteristically reacts, and what the 
resources are that the organism has available for dealing with the 
stressor" (Bielauskas & Garron, 1982, pp. 5-6). 
There is considerable evidence of psychologic influence on stress-
related physiologic change. Lazarus (1966) contends that perception or 
"cognitive appraisal" is critical in understanding personal psychologic 
response to stress. Lazarus treats stress as a generic term, to include 
the whole set of physiologic and psychologic phenomena involving the 
stimulus preceding the stress reaction, the reactions themselves, and the 
various Intervening processes. 
21 
Rahe and Arthur (1978) developed an optical model of the stressor-
lllness causal relationship. They contend that the effects of the 
stressors are modified by a lens of perception, psychological defenses, 
physiological processes, one's skill In managing emotional arousal, and 
medical care seeking behavior. 
Family stress research 
As previously noted, each family member experiences a stressful 
event in a unique way (Meneghan, 1982). Each person will attach a unique 
meaning to the stressful situation (Lazarus, 1966). An individual's 
response to a stressor may enhance or Impede the family's progress toward 
cohesion, may encourage or interfere with collective efficacy. What is 
Important is not the family's definition of the stressor but an 
understanding of individual perspectives regarding stressful situations, 
how these perceptives relate to behavior, and the Influences of member's 
perspectives in combination (Walker, 1985). 
The emphasis in stress research has historically focused on 
Individual behavior. The fields of medicine and psychology have 
continued to study the individual with little consideration given to the 
influence of social groups or to the experience of stress on the family 
level (Fisher, Ransom, Kokes, Weiss & Phillips, 1984). While the field 
of social work has always emphasized the importance of the family, it was 
not until the late fifties that psychiatry began to acknowledge the 
family's influence on schizophrenia (Campbell, 1986). Family therapy 
developed from this early work and furthered the application of family 
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therapy principles into almost all areas of health care* With the 
development of the specialty of Family Medicine in the sixties, family 
factors began to receive more attention in the field of medicine. 
The ABCX Model 
The foundation of family stress research may be traced to Burgess 
(1926), Angell (1936), Cavan and Ranck (1938), Koos (1946) and especially 
to Hill's (1949) research on war-induced separation and reunion. Hill 
developed a set of major variables and statements about their 
relationships which still serve as a basis for most work in the area of 
stress and the family. The framework is divided into two parts: 1) a 
set of theoretical statements regarding the period of crisis. A (the 
event and related hardships - interacting with B (the family's crisis 
meeting resources) - interacting with C (the definition the family makes 
of the event) - produce X (the crisis); 2) a set of statements relating 
to: the cause of family adjustment which is said to involve a) a period 
of disorganization, b) an angle of recovery, and c) a new level of 
organization. 
Factor A of Hill's ABCX Model, the crisis precipitating event or 
stress, was a situation for which the family had little preparation 
(Hill, 1958). These events vary from one family to the next depending on 
individual family response to the event. This factor has been criticized 
for not taking into account other major events occurring before and after 
the crisis event (Walker, 1985), and for considering only the event as 
stressful. Factor B, the family's crisis meeting resources, is unclear 
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and undefined. Hill did not differentiate between personal, family and 
community resources, but suggested that resources are anything that helps 
a family cope with an event. Burr (1973) elaborated on this dimension by 
describing several variables which may influence family adjustment. He 
conceptualized adjustment as family vulnerability to stress and family 
regenerative power. Burr contended that adjustment was Influenced by the 
amount of personal Influence required and the amount of communication 
between members. The C factor, the definition the family makes of the 
event, is described by Hill as an important determinant of crisis 
severity. Because it has been difficult to operationalize and measure, 
this has been the least investigated factor in the model. The assessment 
of a family's definition is problematic. Walker (1985) suggests that it 
is individual perceptions which must be considered as it is impossible to 
arrive at family perceptions. 
Early family stress research considered conditions under which 
families are forced into a crisis state. Hill's ÂBCX Model requires the 
identification of an initial event to begin the crisis process, and does 
not recognize the process of change. An event-initiated stress model 
assumes that behavioral, familial and social patterns are homeostatic. 
Stressful events disrupt this homeostasis and require action so that 
homeostasis can be restored (Walker, 1985). 
The Double ABCX Model 
Present research in the stress field explores families in more 
ordinary circumstances. Family researchers presently consider the 
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effects of normative stressors which can be anticipated In the course of 
the life cycle (McCubbin & Figley, 1983) as well as non-normative 
stressors, situations and events which are relatively unexpected (Figley 
& McCubbin, 1983). 
McCubbin and Patterson (1982) have expanded on Hill's ÂBCX Model, 
with their development of the Double ÂBCX Model. It contends with some 
criticisms of Hill's original model. The Double ÂBCX Model added post-
crisis variables in an attempt to describe aA) the additional life 
stressors and strains which shape the course of family adaptation (pile-
up) as well as bB) the personal, intrafamilial and community resources 
critical to families in effective adaptation. McCubbin also included 
coping behaviors as a resource. In McCubbin's model, stressors whose 
effects have not been negated by family resources and perceptions cause a 
degree of crisis in the field (cC). The outcome, as conceptualized on 
levels of bonadaptation to maladaptation, suggests improved system 
functioning as a result of stress. 
Both Hill's and McCubbin's models describe the Incremental process 
of stressors (A) operating on families whose resources (B) and 
definitions of the events and situations (C) modify the effect of the 
original stimuli and yield the outcome of crisis or level of crisis (X). 
This linear process is presented as an Increment in the continuing coping 
process. In McCubbin's Double ABCX Model, stressors whose effects have 
not been modified by family resources and perceptions cause a degree of 
crisis in the family. The Outcome (X) then becomes a stressor to the 
family In the next Increment of time. 
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The ABCX Models limit themselves to homeostatic coping or 
progressive disintegration, and do not consider the deviation-promoting 
feedback of more modern models and family systems (Beavers, 1977). 
Considerable research with healthy families (Lewis, Beavers, Gossett & 
Phillips, 1976; Beavers, 1977) points to the need to include 
conceptualization of negentroplc or disintegration-countering processes 
in social systems (Hill, 1965; Speer, 1970). Therefore, developing 
models of family health need to contain concepts of health promoting as 
well as health degrading outcomes. 
Process models of families and stress 
Models recently, or presently being, developed emphasize the need to 
understand family stress as a process that occurs over time, involving 
not Just a single event but a series of stressors and changing family 
responses (Nelson & Norem, 1981). Â rationale for more recent studies of 
family stress is that family functioning affects the health of all family 
members (Norem & Brown, 1983). Consequently, these studies have 
attempted to Include specific health measures of all family members. 
Nelson and Norem (1981) utilize individual as well as system 
characteristics in the measurement of stress outcome. This model 
describes the progression of a family system through a stress process 
which could produce a number of stress outcomes. Additionally, this 
process model contends with system response to varying change stimuli 
with a wide repertoire of outcome states and behaviors. 
Fisher et al. (1984), in their work with the California Family 
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Health Project, use a cluster of health/competence components for each 
family member. They concentrate on a summary of specific health measures 
of each family member rather than a more global notion of family health. 
Their work relates to a changing concept of health which has been 
expanded from emphasis on absence of pathology to a term describing 
individual or system functioning relative to the goals of that individual 
or system (Norem & Brown, 1983). Health may be more appropriately 
defined to mean positive aspects of competence and personality instead of 
reliance solely on a deficit from normality (Fisher et al., 1984) Fisher 
and his colleagues offer six components of health: psychopathology, 
personality assets, work and school functioning, self-esteem, life 
satisfaction and physical health. This model, as well as the process 
model developed by Nelson and Norem (1981), offers a framework for the 
study of family symptomatology and suggests that families can be 
described by patterns of symptoms. Current research is multidimensional 
and Illustrates the complexity of the health-stress outcome. 
Recent attempts to develop contextual models require that 
researchers study a wide range of reciprocal actions and changes. It 
also necessitates monitoring of change over time and accepting the 
assumption that multiple levels of the social system both encourage and 
hinder individual dyadic and familial development (Walker, 1985). 
A model of chest pain group and adjustment, as mediated by 
contingency variables, is presented in Figure 1. The development of this 
model for the present study was strongly influenced by Hill's (1949) and 
McCubbin and Patterson's (1982) work. Both the ÂBCX model and the Double 
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Groups 
1) Cardiac patient 
2) Cardiac patient spouse 
3) Non-cardiac patient 
4) Non-cardiac patient spouse 
5) Husband control 
6) Wife control 
Health Beliefs 
Perception of pain 
Perception of life change 
Health attitudes 
Resources 
Self-effIcacy 
Adaptability 
Cohesion 
Support 
Stress accumulation 
Adjustment 
to 
Illness 
Quality of 
life 
Figure 1. Model of groups and adjustment to Illness and quality of 
life as mediated by contingency variables 
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ABCX model address the Importance of the event and related hardships, the 
family's crisis meeting resources, and perceptual factors which 
contribute to a subsequent level of adjustment. McCubbin and Patterson 
(1982), however, looked at the effects of accumulation of post-crisis 
stressors as well as the effects of family resources and perception of 
the crisis and the development of some level of family adaptation. 
The model for the present study considers perceptual factors, post-
crisis stress accumulation, individual and family resources, and the 
mediation of these factors on the relationship between a medical crisis 
and the subsequent adaptation of both the individual and the marital 
system. 
Major Study Factors 
The present study explores the relationship between chest pain of 
cardiac and non-cardiac etiology and patient and family adaptation, as 
mediated by several individual and family variables. These variables can 
be placed into four categories: Demographic/structural variables. Health 
beliefs. Stress accumulation, and Resources. The rationale for focusing 
on variables In each category is presented In the following section. 
Demographic/structural variables 
Structural characteristics of the family Include those aspects of 
the family composition which can be directly measured. This study will 
consider factors of Age, Marital status and Socioeconomic resources. 
Age Blacklock (1977) conducted a chart review study of 109 
family practice patients with the complaint of chest pain. Overall and 
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age/sex specific rates were established for chest pain of organic and 
unproven etiology. Results show that 50 percent of the chest pain was of 
unproven etiology after a six-month follow-up. The highest incidence 
rate of chest pain was in middle-aged males. They also had the highest 
incidence of chest pain of unproven etiology. For females, the highest 
rate of chest pain of unproven etiology was also in the 45-64 year age 
group. The greatest male/female differences for chest pain of unproven 
etiology were seen in the 15-24 (female predominance) and the 25-44 year 
(male predominance) age groups. 
Marital status While marital status appears to be strongly 
correlated with health, little is known about this relationship. 
Marriage seems to have a protective effect, but whether this effect is 
related to type or quality of relationship has not been determined. 
There is strong evidence that marital status affects cardiac mortality. 
After examining all cardiac deaths in Finland, Koskevou, Kaprio, 
Kesaniemi and Sarna (1980) concluded that unmarried persons had a 3.3 
times higher death rate from cardiovascular disease than married persons. 
Koskevou et al. controlled for social class and age. While there Is weak 
evidence to support the role of the family in the development of coronary 
heart disease, there is research which attests to the Impact of the 
family on the course of that illness. Chandra et al. (1983) evaluated 
1400 patients for ten years following their myocardial infarction and 
concluded that those who were married at the time of their MI had a 
greatly decreased risk of dying, both during hospitalization and over the 
next 10 years. The difference was most pronounced for women. They did 
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not make a distinction between never married, widowed and divorced. 
Socioeconomic resources While It has been suggested that 
socioeconomic resources such as income, educational level, and 
occupational prestige are valuable to a family recovering from a cardiac 
event, research In this area Is mixed. 
Hlgglns and Pooler (1968), when studying 83 patients with 
cardiovascular disease, found educational and occupational level better 
predictors of return to work than medical status. Montelro (1973) drew 
similar conclusions, finding Income and education positively related to 
return to work In 28 MI patients. 
Other research has used predictive mortality rates as an outcome 
measure for these socioeconomic variables. Some studies have suggested 
that the more education and the higher the patient's occupational level, 
the greater were the chances of survival. Shapiro et al. (1972), 
evaluating 882 first MI patients for four years post-infarction, found 
positive correlations between education and occupational levels and 
survival. Croog and Levlne (1977) found a positive but non-significant 
relationship between income, educational level, and mortality/non-
hospitalization. 
Much of our knowledge about the natural history of heart disease is 
derived from a Framlngham study of psychosocial factors in coronary heart 
disease (Haynes, Feinleib & Kannel, 1980). In a report derived from this 
study, the relationship between the incidence of coronary heart disease 
In men and the social status (occupation and education) and behavior type 
(A or B) of their wives was explored. Men had a higher risk of 
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developing coronary heart disease (CHD) If they were married to women who 
had more than a high school education, worked outside the home, and had a 
white collar job. This risk was greater If the wife had an unsupportlve 
boss and fewer Job promotions* This report concludes that a woman's 
occupational stress predicts the risk of developing heart disease In her 
husband, perhaps because he shares the stressors with her. 
Conclusion Marital status may be the most potent of the 
structural/demographic variables affecting overall mortality and 
cardiovascular disease. Prospective studies are needed, however, to 
further explore the obscure relationship between physical health and 
marital status. At this time, studies such as this have not been done. 
Demographic variables, especially age, sex, and socioeconomic status, are 
rarely controlled for and results of research in family health may often 
be misrepresented. 
Health beliefs 
The Health Belief Model postulates that health-seeking behavior is 
influenced by the amount of perceived threat posed by a health problem 
and the value associated with actions to reduce that threat. This model 
has been used extensively for explaining compliance behavior (Becker, 
1974; Becker & Green, 1975; Rosenstock, 1975). It has also been 
demonstrated that one's cognitive appraisal of a situation, that is those 
thought processes which allow an individual to gain some mastery, control 
and predictability over a situation, are useful in the process of 
adaptation to stress (Lazarus, 1984). This study will consider two areas 
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of health beliefs: Perception of health and Health attitudes* 
Perception of health Patients' perception of their health Is 
viewed as a critical factor In adapting to a change in physical health. 
Garrlty and Klein (1975) studied several variables to determine which 
best predicted morale in the MI patient, following first heart attack. 
Variables considered were activity level, employment, participation in 
social events, health perception, severity of MI, age and socioeconomic 
status. He found that health perception was a strong predictor. In 
another analysis, Klein, Garrlty, and Gelein (1974) focused on vocational 
adjustment of twelve explanatory variables in medical and 
sociopsychological areas. Only perceived health status at the six-month 
follow-up correlated significantly with return to work. 
Brown and Rawlinson (1979) looked at medical, social-demographic, 
personality, and patient perception of health factors to determine 
relative predictability of morale in 150 patients with open heart 
surgery. Considering results 1-2 years post-surgically, they found that 
marital status, current health perception, and coping style were 
significant predictors of morale. 
Palmore and Luikart (1972) evaluated 500 men and women, ages 46-71. 
They attempted to correlate life satisfaction with several predictor 
variables. They considered level of activity, both in work and leisure 
settings, marital status and satisfaction measures, self-rated health and 
socioeconomic variables such as income and education. Self-rated health 
was emphatically the strongest variable related to life satisfaction and 
alone accounted for two-thirds of explained variance. 
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Hiatt, Peglor, and Borgen (1984) divided 62 patients into four 
groups based on their pattern of perception of health over one year. 
Cardiac disease or severity of disease did not seem to influence 
perception of health. They found the group with consistently high 
perceptions of health had the best employment record both before and 
after hospitalization. There is strong evidence that perception of 
health is significantly associated with recovery and positive outcome. 
Health attitudes The cognitive appraisal aspect of response to a 
medical event involves intrapsychic efforts to manage (i.e., master, 
tolerate, reduce, minimize) environmental and internal demands which tax 
or exceed a person's resource (Lazarus, 1984). An additional aspect of 
this coping strategy is direct action. 
Occurrence of chest pain, particularly when it is accompanied by 
acute MI, constitutes a potentially uncontrollable event of major 
proportions for most patients and their families (Krantz & Schultz, 
1980). Developing or using beliefs that there will be a positive 
outcome, that the family member is getting the best medical care 
possible, may be helpful. 
Doherty and Baird (1983) suggest that the formation of a therapeutic 
contract between physician-patient-family encourages a relationship in 
which medical care is positively perceived. "The hallmark of a family-
oriented physician will be that he or she will make the options of 
assembling the family a routine part of the therapeutic contract for a 
number of serious or chronic problems—traditional biomedical problems as 
well as explicitly psychosocial problems" (Doherty & Baird, 1983, p. 18). 
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Assisting the patient and family to view the physical symptom in Its 
psychosocial context, while forging a treatment agreement that will 
introduce psychosocial factors that the patient is initially unwilling or 
unready to examine, may further the positive perception of adequacy of 
medical care and facilitate adjustment. 
The Health Belief Model (Becker, 1976) also suggests that the 
patient and family be provided information about disease and treatment. 
An area which has been given little attention by the medical profession 
is individual and family psychosocial adjustment to Illness and 
treatment. A decreased reliance on a purely biomedical model may 
contribute to patient perception of good medical care. 
Stress accumulation 
Considerable research has focused on physical disorders believed to 
be produced by stress and life-change events as they affect 
susceptibility to illness (Dohrenwend & Dohrenwend, 1974; Holmes & Rahe, 
1967). While stress has been implicated in the etiology of many 
disorders, the relationship between stress and disease has not been 
easily amenable to investigation by sophisticated methodology. 
Pollock (1984) states that researchers have usually been dependent 
on naturally occurring events, such as various illnesses and disorders. 
Because there is a lack of controls in many of the studies, the 
observation that stress preceded the Illness may have been coincidental. 
Most studies are retrospective, which confuses the issue of cause and 
effect. While stress may precede Illness and disorders, disorders 
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themselves produce stress* 
Tholts (1981) notes that several research efforts have been made to 
Identify the specific characteristics of life events which contribute to 
symptoms of physical or psychological disturbance* Proponents of the 
"total-change" approach contend that change itself is the crucial 
stressful characteristic of life events (Holmes & Rahe, 1967; Markush & 
Favero, 1974; Unlenhuth & Paykel, 1973; Masuda & Holmes, 1978)* 
Proponents of this approach measure life change as the sum of all events 
experienced by an individual in a given time period* Often, each event 
is given a mean "readjustment weight" before summing. Researchers who 
advocate the "undesirability" approach identify unfavorable or negative 
change as the crucial stressful property of life events. Undesirable 
change is measured as the sum (or weighted sum) of undesirable events 
only (Clayton, Hallkas & Maurice, 1972; Paykel, Prusoff & Myers, 1975; 
Paykel, 1974a; 1974b; Myers, Lindenthal & Pepper, 1971). 
Tholts (1981) examined the extent to which health-related events 
account for the well-established relationship between undesirable life 
events and psychophysiological distress. Her analysis indicates that 
when health-related events are controlled, other undesirable events have 
small and nonsignificant effects upon psychophysiological distress. 
Furthermore, health-problem events are more strongly related to 
physiological than to psychological items. Tholts notes that previously 
well-established correlations between undesirable events and distress may 
have been inflated because of operational confounding of health-related 
items on the independent and dependent variable scales. 
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There are several methodological problems common to life event 
instruments. In retrospective studies, there are serious reporting 
biases. Subjects who became ill are more likely to remember or report 
life events than a control group. Many of the life events can themselves 
be illness symptoms. Potential confounding variables, especially age, 
sex, and socioeconomic status are rarely controlled for. Many of the 
outcome measures are self-reports of illness, rather than objective or 
reproducible measures of disease. 
Beard (1982) postulates that the cumulative effect of everyday 
stress may become pathogenic in the presence of other factors. Numerous 
studies indicate that life change events increase the risk of illness 
from coronary heart disease. 
Rahe and Lind (1971) interviewed the next of kin of 39 persons who 
had experienced sudden cardiac death. They report that the deceased had 
experienced three times the magnitude of life event scores during their 
last six months of life as compared to earlier periods. Â study of 54 MI 
survivors reported an increase in life event change scores before 
infarction for persons with no history of heart disease. Persons with 
prior heart disease had higher life event change scores at all interview 
periods (Theorell & Rahe, 1972). Similarly, a study of 279 MI survivors 
indicated increased life event change scores preceding the infarction 
(Rahe, Bennett & Romo, 1973). 
Theorell and Rahe (1975) evaluated 36 subjects in a longitudinal 
study of documented coronary heart disease, half of whom survived and 
half of whom died. The 18 who died had experienced a significant 
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Increase In life changes, which peaked about one year prior to death. 
The 18 who survived did not report such an increase* 
Resources 
Resources may be defined as personal (the broad range of reserves 
and aids characteristic of individual family members which are 
potentially available to any family member in times of need) (McCubbin, 
Joy, Cauble, Comeau, Patterson & Needle, 1980) and family system (fluid 
external organization characterized by flexible role relationships and 
shared power which promote personal growth and member autonomy) (Pratt, 
1976). 
Self-efficacy Self-efficacy is defined as an individual's 
conviction or belief that he/she can successfully execute the behavior or 
behaviors that a situation requires to produce the outcome that is 
desired (Bandura, 1977). It is perceived self-efficacy that, along with 
contextual cues and motivation to obtain a particular outcome, directs 
behavior. In their daily lives, people continuously make decisions about 
what courses of action to pursue and how long to continue those they have 
undertaken. Self-efficacy judgments, whether accurate or faulty. 
Influence choice of activities and environmental settings. People avoid 
activities that they believe exceed their coping capabilities, but they 
undertake and perform those that they judge themselves capable of 
managing (Bandura, 1982). 
Persons' judgments of their capabilities additionally Influence 
their thought patterns and emotional reactions during anticipated and 
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actual transactions with the environment. People who judge themselves 
Inefficacious In coping with environmental demands dwell on their 
personal deficiencies and Imagine potential difficulties as more 
formidable than they are (Beck, 1976; Lazarus & Launier, 1978; 
Melchenbaum, 1977). These self-referent misgivings create stress and 
impair performance by diverting attention from how best to proceed with 
the undertaking to concerns with fallings and mishaps. In contrast, 
those who have a strong sense of efficacy deploy their attention and 
effort to the demands of the situation and are spurred to greater effort 
by obstacles. 
Albert Bandura (1977; 1982) maintains that self-precepts of efficacy 
Influence thought patterns, actions, and emotional arousal. His research 
with post-coronary patients has concluded that the higher the levels of 
induced self-efficacy, the higher the performance accomplishment and the 
lower the emotional arousal of the subject. The way that people judge 
their capabilities affects both motivation and behavior. 
Bandura emphasizes the importance of the restoration of perceived 
physical efficacy in recovery from heart attack. The heart heals 
rapidly, but psychological recovery is slow for patients who believe they 
lack the physical efficacy to resume customary activities. Physical 
exertion and activities which were once enjoyed often become anxiety 
producing. Patients with cardiac difficulty are often slow to resume 
vocation, social life, and sexual activities, assuming that they will 
overburden their debilitated cardiac capacity. Social environments, and 
whether endeavors are socially impeded or supported, depend in part on 
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how efficacious those endeavors are perceived to be. Bandura postulates 
that the impetus for interpersonal judgments of efficacy is strongest in 
close relationships Involving interdependent consequences* For this 
reason, judgments of both post-coronary patients and their spouses are 
involved in the recovery process. 
The Situation Mastery Scale used in this study was developed using 
Bandura's theory, giving consideration to the seven clusters which had 
resulted from Condiotte and Lichtenstein's work (Condiotte & 
Lichtenstein, 1981). The goal was to develop a generic self-report, 
self-efficacy measure which could be used with adults in a variety of 
situations. 
Five factors were identified from the factor analysis done with the 
Situation Mastery Scale (see Table 10). Patterns dealt with response of 
the individual and were not situation specific. These factors related 
generally to clusters of responses to certain types of situations in 
which perceived self-efficacy in smoking had also been tested. That is, 
subjects both in smoking cessation programs and in illness populations 
who were most self-efficacious seemed to have less difficulty dealing 
with negative feelings, time structuring, and inactivity. It would be 
clinically useful, in treating illness populations, to develop assessment 
tools which are capable of predicting future outcome based on the 
subject's self-efficacy state. 
Family functioning; Cohesion and adaptability Family system 
resources received attention in both of Hill's original formulations of 
the B factor in his ÂBCX Model, and in Burr's (1973) synthesis of the 
literature. Of the 15 family system resources which Burr explored, only 
resources of cohesion and adaptability have been prominent (McCubbin et 
al., 1980). These two dimensions serve as major axes of the Circumplex 
Model (Olson, Sprenkle & Russell, 1979). This model of family dynamics 
hypothesizes that families which function moderately along the dimensions 
of cohesion and adaptability are more likely to make a successful 
adjustment to stress. Also, the 16 family types derived from the 
Circumplex Model may help to explain variability among families in their 
response to stress. 
a) Family cohesion is defined as the emotional bonding between 
family members (Olson, Portner & Bell, 1982). Concepts used to measure 
cohesion are: emotional bonding, independence, boundaries, coalitions, 
use of time and space, friends, decision making and interests and 
recreation (Olson & McCubbin, 1982). Family clinicians and researchers 
have utilized the cohesion variable to describe and understand families. 
Level of cohesion describes the Intensity of relatedness versus autonomy 
among family members. Families with moderate levels of cohesion seem to 
be better prepared to solve problems and make decisions (Molgaard & 
Norem, 1985). 
b) Family adaptability is defined as the extent to which a family is 
able to change its power structure, roles and rules In response to 
situational and developmental change (Olson et al., 1979). Concepts used 
to measure the adaptability dimension have been family power, negotiation 
styles, role relationships, relationship rules, and negative and positive 
feedback (Olson & McCubbin, 1982). General systems theory has offered 
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the concepts of positive and negative feedback (Buckley, 1967). Positive 
feedback provides the system with information which allows the system to 
change, grow, and Innovate. In this system morphogenesis is viewed as 
necessary as the system meets new challenges and demands. Morphogenesis 
and morphostasis are seen as extreme ends of the continuum called 
adaptability. A balance between morphostasis and morphogenesis (that is 
between stability and change) is viewed as most conducive to family 
health. 
Molgaard and Norem (1985) presented further support for the overall 
hypothesis that cohesion and adaptability are related to family stress 
outcome, as measured by family symptoms, respondent's symptoms, and 
respondent's life satisfaction. This is true when adaptability and 
cohesion are used as separate variables, combined into family types, or 
compared to a family's ideal of functioning by using difference scores. 
The latter appear to be most predictive of family stress outcome. The 
difference score represents the discrepancy between present and ideal 
family functioning on cohesion and adaptability variables. When there is 
a large discrepancy between present and Ideal family relationships, there 
tend to be more symptoms and lower life satisfaction. Molgaard and Norem 
(1985) qualified the original hypothesis proposed by Olson and his 
colleagues (Olson, Russell & Sprenkle, 1983), suggesting that it may be 
more important to examine how close a family is to its ideal level of 
cohesion and adaptability. The perception of congruence between 
expectations of family members and reality may be more important than the 
degree of balance in cohesion and adaptability. 
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Social support In the last several years, the concepts of social 
support and social network have received increasing attention from 
theorists, researchers, and practitioners from diverse fields. Positive 
contributions of social supports to Individual well-being have been 
described and the role of social support as a buffer against the 111 
effects of crisis and ongoing life strains have received attention 
(Dhooper, 1984; Caplan, 1974; Cobb, 1976; Kaplan, Cassel & Gore, 1977; 
Andrews, 1978). Additionally, numerous epidemiological studies have 
reinforced the value of social support in the prevention of a wide 
variety of diseases (Cassel, 1976). 
Social support is defined by Berkman (1984) as the emotional, 
instrumental, and financial aid that is obtained from one's social 
network. Berkman further defines social networks as the web of social 
ties that surrounds an individual. Social networks are not necessarily 
supportive. Social supports involve an appraisal by the subject of his 
social network. In most of the social support research to date, the 
social variables are crudely measured and Involve networks as well as 
perceived support (Campbell, 1986). 
Considerable evidence suggests a relationship between social support 
and health. The implication is that persons of poor health have fewer 
social supports than those in good health. However, this may be a 
function of social isolation and fewer social contacts than that 
experienced with persons in good health. 
Several recent studies have attempted to demonstrate that social 
support also predicts health. These studies offer a model for sorting 
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out the Interaction between family and health, using prospective studies 
in which the severity of illness is initially measured and controlled 
for, and the impact of a family variable such as family functioning on 
the illness is measured over time (Campbell, 1986). 
The Âlemeda County Study (Berkman & Breslow, 1983) reports the 
results of a nine year epidemiological study by the Human Population 
Laboratory to determine the relationships between various ways of living 
and levels of health. Each measure of social support was significantly 
associated with subsequent mortality in both men and women. Marital 
status and contacts with friends and relatives were the most powerful 
predictors. Based on findings from a Social Network Index derived from 
four measures of social support, the most socially Isolated had an 
increased or relative risk of dying of 2.3 for men and 2.8 for women, 
compared to the least isolated group. 
The Tecumseh Community Health Study (House, Robbins & Metzner, 
1982), however, found that the association between social support and 
mortality occurred only in men. The relationship between a derived Index 
of Social Relationships and Activities and Mortality preference was not 
linear. There was a level of social relationships above which there was 
no further protection. There was no relationship between perceived 
satisfaction with social supports and mortality in this study. 
In the Honolulu Heart Program (Reed, McGee, Yano & Feinleib, 1983), 
the relationships between social support and both the prevalence and 
incidence of coronary heart disease were examined. Scores on a social 
network scale were related to the initial prevalence of coronary heart 
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disease (CHD) but not to the subsequent development (Incidence of CHD). 
This discrepancy between prevalence and incidence may suggest that CHD 
causes poor social supports and not vice versa. 
Adjustment to illness and quality of life 
There is considerable variability in the quality of health outcome 
variables used in family health studies. The selection of death as an 
outcome has been used almost exclusively by researchers doing 
epidemiological studies of bereavement and social supports. Most other 
studies use some measure of the severity of an illness as an outcome 
(Campbell, 1986). Frequently, however, when studying illness, using a 
measure of illness behavior as an outcome results in confounding of the 
outcome measure with the independent variables. 
Measures of compliance, as well as objective measures such as 
decrease in blood pressure, pulmonary function tests, hemoglobin and 
hematocrit all are often used to determine Illness severity. Many 
studies have used highly subjective and nonstandardized assessments of 
disease activity. Further effort is needed to design quality studies, as 
the evidence which demonstrates the family Impact on health is dependent 
on the quality of methods used to study this relationship. 
This study will consider two measures of family adjustment: 
psychosocial adjustment to illness and quality of life. As this is not a 
causal model, I am not hypothesizing that relationships are causal. 
Rather, I am exploring how relationships between concepts differ between 
groups. 
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Adjustment to Illness When considering outcome to various 
illness events, researchers have often excluded psychosocial factors. 
Engel (1977) pinpoints a biomedical model that focuses on tissue damage 
and excludes highly significant information regarding the personality of 
the patient, and the relationships of patient to employer, to family, and 
to health care professionals. This section reviews selected studies 
which have described the relationship between chest pain and related 
cardiac illness, psychosocial variables, especially those related to the 
family, and adjustment in the patient, spouse or family. 
In a classic piece of research conducted in 1963, Medalie, Snyder, 
Groen, Neufeld, Goldbourt and Riss (1973) followed ten thousand men 40 
years and older for five years to see what factors in 1963 were 
associated with the development of chest pain/angina pectoris and 
myocardial Infarction in 1968. The Isrealle Ischemic Heart Disease 
Project looked at clinical and psychosocial variables related to 
Individual and family. Researchers found that psychosocial variables 
significantly associated with angina pectoris were anxiety and severe 
problems as perceived by the subject in whatever area of life situation. 
The psychosocial variables included problems and conflicts in the areas 
of finance, family, work, co-workers and superiors. Researchers did not 
find that family variables were associated with myocardial infarction 
(Medalie, Kahn, Neufeld, Riss & Goldbourt, 1973). 
Not only did Medalie and his associates find that the presence of 
family problems were strongly associated with the development of angina, 
but that family problems were as powerful a predictor or risk factor as 
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systolic blood pressure, serum cholesterol, or an abnormal EKG (Medalle & 
Goldbourt, 1976)* In men who exhibited high anxiety scores, the presence 
of spouse support protected against the development of angina. 
The findings of Medalle's research suggest that family problems and 
spousal support are related to the development of angina but not 
myocardial infarction could have three interpretations (Campbell, 1986): 
1) As MI is less common than angina, an existing relationship may be 
missed (Type II error). 2) There is evidence to suggest that angina and 
MI may have different risk factors. 3) Angina is a symptom and therefore 
an Illness behavior and may not correlate well with underlying coronary 
heart disease. Campbell (1986) speculates that anxious men without 
spousal support or with family problems may report more chest pain 
without having more coronary heart disease. 
An attempt to alert the clinician to the dimension of life 
adaptation, in addition to the traditional biomedical consideration, was 
made in the selection of patients for specific treatment modalities. 
Research was conducted to compare coronary symptom relief using different 
surgical approaches. Raft, McKee, Poplo and Haggerty (1985) compared 
rehabilitation of subjects who underwent percutaneous transluminal 
coronary angioplasty (PTCA) with subjects who experienced coronary artery 
bypass grafting (CÀBG). Thirty-two patients were matched for 
psychosocial, anatomic and cardiac functions. Life adaptation was 
measured at 6 and 15 months after PTCA and CABG by the Psychosocial 
Adjustment to Illness Scale (PAIS), a multidimensional instrument that 
evaluates change in seven primary life domains (Derogatls, 1984). After 
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6 months, patients who had undergone PTCÂ functioned better at work, In 
sexual performance, and with their families. The improvement in work 
functioning continued at 15 months, but the differences in sexual and 
family domains became insignificant. The authors suggest that FTCÂ is 
associated with increased relief of coronary symptoms, including chest 
pain, and improvement of patients' global function in 83 percent of 
cases. 
Quality of life For purposes of this study, quality of life may 
be defined as the subjective definition of one's environment. This 
approach has been adopted as an appropriate measure in major studies on 
quality of life to date (Campbell, 1986). The studies assume that 
individual perceptions of satisfaction are at least as Important as 
objective measures which may be obtained from statistics about specific 
social and economic indicators. 
Between 1975 and 1980, the annual frequency of coronary artery 
bypass surgery (CÂBG) in the U.S. more than doubled, reaching 135,000 
cases per year. As increasing numbers of persons have undergone this 
procedure, questions have been raised about the quality of patients' 
lives after surgery (Althof, Coffman & Levine, 1984). These questions 
have stimulated investigations of patients' return-to-work rates (Frick, 
Harjola & Valle, 1979; Niles, Vander Solm & Cutler, 1980; Zyzanskl, 
Stanton, Jenkins & Klein, 1981) and psychosocial adjustment (Rablner, 
Wlllner & Fishman, 1975; Rablner & Willner, 1976; Reznlck, 1980). Sexual 
adaptation, as a quality of life issue, has been studied only in a 
rudimentary manner (Gundle, Reeves, Tate, Raft & McLaurln, 1980; 
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Kornfeld, Heller, Frank, Wilson & Malm, 1982; Thurer, 1982; Waxberg, 
1979). 
Coronary artery bypass is now an established treatment procedure for 
patients suffering severe angina. The Immediate goal is to relieve, if 
not remove, the symptoms of chest pain and breathlessness with the long-
term objective of Improving patients' quality of life (Radley & Green, 
1985). Some studies report a relatively high return to work following 
CÂBG (Westaby, Sapsford & Bentall, 1979), while noting that changes in 
work status are modified by the type of occupation and the patient's age. 
Others have reported no increase in work activities following surgery, 
and accounted for this by considering ways in which reemployment is 
subject to such things as changing financial circumstances of family and 
overprotection (Barnes, Ray, Oberman & Kouchoukos, 1977). LaMendola and 
Pellegrini (1979) note that older patients may adopt a new life style 
after surgery which does not involve reemployment. They suggest that 
quality of life for these patients is a function of their perception of 
their physical limits. Some studies suggest that patients who have been 
unemployed for a longer period prior to surgery are less likely to seek 
employment (Blackly & Blackly, 1968), perhaps because of an altered 
perception of capability (Gundle et al., 1980). 
Gundle et al. (1980) attempted to describe psychosocial adaptation 
after coronary artery surgery and to identify preoperative factors 
associated with good outcome. The authors interviewed 30 patients before 
and one to two years after surgery. Despite good physiologic outcome (as 
measured by treadmill and cardiac function), this sample appeared to have 
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poor quality of life. Eighty-three percent were unemployed, and fifty-
seven percent were sexually Impaired. A preoperative duration of 
symptoms of eight months or more was associated with significantly worse 
postoperative overall adaptation. Most persons who had experienced 
angina eight months or longer exhibited a damaged self-concept which was 
reinforced rather than repaired by the experience of surgery. 
Conclusion 
This review of family response to chest pain has described studies 
which suggest that other family members may be affected when an adult 
member experiences chest pain. The ability to perceive one's capability 
of management of a serious medical situation, and a positive feeling 
about one's personal health, medical care and relationship to medical 
personnel, may facilitate recovery. The use of both Individual and 
family resources may help to offset both a medical event, the hardships 
associated with it, and other normative and non-normative life changes. 
This study attempts to provide more clarity in ways which each of these, 
separately and together, predict to adjustment and quality of life in the 
family. 
In order to develop and test hypotheses based on the model in Figure 
1, the following assumptions are made: 
1) The concept of the health of an individual represents the 
integration of the mind, the body and the spirit; the individual 
is perceived as a "whole" being. 
2) The individual has the capacity and responsibility for personal 
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health potential. 
3) The individual exists within a social context* 
4) The therapeutic system operates in units of at least three 
members—the patient, a member of the patient's family or social 
support system, and the physician. 
5) In the treatment of illness, all three units interact with one 
another and have an impact on Illness and psychosocial outcome. 
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CHAPTER 3. METHODOLOGY 
Hypotheses 
In order to test the model (see Figure 1) given in the present 
study, the following hypotheses were developed. 
1) There will be a significant difference between groups for 
psychosocial Adjustment to illness and Quality of life, and control 
groups will score higher than patient groups. 
2) There will be a significant difference between groups for 
psychosocial Adjustment to illness and Quality of life. The difference 
will be mediated by Perception of amount of pain, Perception of extent of 
life change, and Health attitudes. There will be a significant 
difference between groups for Perception of amount of pain, Perception of 
extent of life change, and Health attitudes. The cardiac patient group 
will score significantly higher than the non-cardiac patient group for 
Perception of amount of pain and Perception of extent of life change. 
Control groups will score significantly higher than patient groups for 
Health attitudes. 
3) There will be a significant difference between groups for 
psychosocial Adjustment to illness and Quality of life. The difference 
will be mediated by Stress accumulation. There will be a significant 
difference between groups for STress accumulation. The non-cardiac 
patient group will score significantly higher than the cardiac patient 
and control groups. 
4) There will be a significant difference between groups for 
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psychosocial Adjustment to Illness and Quality of life. The difference 
will be mediated by Individual and family resources (individual Self-
efflcacy, family Adaptability and Cohesion, and Support). There will be 
a significant difference between groups for Self-efficacy, Adaptability, 
Cohesion, and Support. Control groups will score significantly higher 
than patient groups for Self-efficacy. Control groups will score near 
the mid-range for Adaptability and Cohesion. The cardiac patient group 
will score significantly higher for Support. 
Participants 
This study was conducted at Marshalltown Family Medical Services, 
P.C., a private family practice clinic. The sample was contacted by 
professional staff at the clinic. As the study only involved those who 
did have professional access to patient files, confidentiality was not 
violated. 
All married patients diagnosed with chest pain during the period 
July 1, 1984, to October 1, 1986, were contacted for participation in 
this study. Six hundred persons (300 couples) agreed to participate In 
this study. Of that group, 456 respondents returned questionaires. The 
sample was selected to include patients who were married, between the 
ages of 20-80, and who were married at the time of the chest pain 
diagnosis. Two groups were selected from this population: Group 1 -
patients diagnosed with chest pain of cardiac origin and their spouses; 
Group 2 - patients diagnosed with chest pain of non-cardiac origin and 
their spouses. A third group of couples was selected by stratified 
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random sample of patients with characteristics of the target population 
(age, sex, and marital status). The control group was drawn primarily 
from a patient population with normal findings on employment physicals. 
To be Included In this study, It was necessary that both patient and 
spouse agree to participate. In a few cases, however, a questionnaire 
was returned by only one family member. Â decision was made to Include 
these responses In the study except for matched analysis. 
The Iowa State University Committee on the use of Human Subjects In 
Research has reviewed this project and concluded that the welfare of the 
subjects Is adequately protected, that the risks were outweighed by the 
potential benefits and expected value of the knowledge sought, that 
confidentiality of the data was assured, and that Informed consent was 
obtained by appropriate procedures. 
Data Collection Method 
A modified version of the Total Design Method (TDM), as developed by 
Dlllman (1978), served as the basic procedure for data collection. 
Initially, an Introductory letter was sent to explain the study and 
request the participation of both patient and spouse. The letter was 
followed by a phone call which answered any further questions and 
prepared for the questionnaire to be sent. It was anticipated that the 
Initial letter and telephone call would Increase response rate as well as 
clarify reasons for non-response. 
Questionnaires were not sent to potential subjects unless telephone 
contact had been made and agreement to participate received. This was 
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especially Important because of the sensitive nature of the Inquiry and 
the desire to avoid a mailing to anyone who themselves or their spouse 
might be Incapacitated or deceased. Telephone contact was conducted by 
clinic staff, which afforded a particularly good opportunity to deal with 
Issues and questions raised by potential subjects. 
The first mailing, containing two questionnaires, included a cover 
letter which explained the purpose of the study, promised 
confidentiality, allowed participants to withdraw from the study at any 
time, and assured them a copy of the results. 
The follow-up sequence Involved three steps. After three weeks, a 
reminder letter was sent. It served as a thank you for those who had 
responded and as a friendly reminder for those who had not. After four 
weeks, a reminder telephone call was made to non-respondents appealing 
for a return of the questionnaire and sending a replacement, if 
necessary. The back page of each questionnaire was printed with the name 
and address of the investigator and Included return postage. 
Dillman (1978) reports that the average response rate, when the TDM 
procedure was employed in fifty mall surveys, was 74 percent. For 
specialized populations, such as this study, the response rate increased 
to 77 percent. All studies surveyed information on personal demographic 
characteristics, behavior and attitudes. The response rate for this 
study was 76 percent. 
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Measurement 
Demographic variables 
The demographic variables which are considered In this study are 
age, marital status and socioeconomic resources. Self-report Indicators 
are used for all variables* 
Age The patient and his or her spouse were asked to report date 
of birth. To be included in this study, the patient had to be between 
the age 20 to 80. 
Sex The patient and his or her spouse were asked whether he or 
she is male or female. 
Marital status The patient and his or her spouse were asked to 
respond to the question, "How long have you been married to your present 
spouse?" 
Socioeconomic resources The socioeconomic resources which were 
considered in this study were Income and educational level. 
Income The patient and his or her spouse were asked to check a 
category of total individual and of total family income for 1985. There 
were 5 categories which ranged from less than $10,000 to $75,000 and 
over. The respondent was asked total family income before taxes. All 
sources of income such as earned income, investments, social security, 
job-related benefits, welfare benefits, etc. were Included. 
Educational level The patient and his or her spouse were asked 
the number of years of school which he or she had completed. 
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Health beliefs 
Perception of health Perception of health was measured by two 
Items developed for the present study. The Items asked the respondent to 
assess the amount of pain experienced by the patient and the extent of 
personal life change due to chest pain of the patient. These questions 
were deleted from the questionnaire given to control groups. Respondents 
replied to statements on a 0-3 scale, with higher scores denoting greater 
amounts of pain and life change. 
Health attitudes Health attitudes were measured by an adaptation 
of section 1 of the Psychosocial Adjustment to Illness Scale (PAIS) 
(Morrow, Chlarello & Derogatls, 1978). Section 1 of the PAIS was 
modified for patient, spouse, and control groups for this study. The 
Health attitudes scale Is concerned with current health care posture and 
whether that posture Is conducive to positive adjustment to the Illness, 
and medical treatment. In this self-report measure, the patient and 
spouse selected one of four statements that best described his or her 
situation. Respondents replied to statements on a 0-3 scale. Indicating 
the degree of adjustment. Lower scores denoted more positive attitudes 
to personal health care and treatment. 
Stress accumulation The effects of life event change were 
measured through the adaptation of various life event Inventories, 
including Family Inventory of Life Events (FILE) (McCubbin, Patterson & 
Wilson, 1981) and the Nine States Regional Project on Stress in the 
Family in Their Middle Years (Nine States Family Stress Consortium, 
1981). 
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The Family Inventory of Life Events Included events which might be 
experienced by a family member, including situational and developmental 
changes of the whole family. The focus was on change (positive or 
negative) which was of sufficient magnitude to require adaptation of the 
family. A standardized weight existed for each of the items in FILE. 
Personal resources 
Individual self-efficacy Self-efficacy is defined as an 
individual's conviction or belief that he or she can successfully execute 
the behavior or behaviors that a situation requires to produce the 
outcome that is desired. The inventory designed for this study used 
similar content categories as The Confidence Questionnaire (Condlotte & 
Lichtensteln, 1981). The latter inventory was designed to assess the 
magnitude, strength, and generality of subject expectations in smoking 
situations as was devised from a comprehensive list of smoking situations 
developed by Best and Hakstlan (1978). 
In this section of the questionnaire, the patient and his or her 
spouse responded to statements regarding perception of his or her own 
ability to master a task or situation. Subjects rated Items in seven 
different categories: restlessness, inner directed feelings, self as 
resource, time pressures, social situations, other directed feelings, and 
self-image. The subject evaluated each item on a five point Llkert-type 
scale, ranging from poorly (1) to "no problem" (5). Higher scores 
denoted more positive attitudes. 
The questionnaire in this study was pretested with ten married 
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couples and revisions were made based on their experience. 
A cluster analysis of Condiotte and Llchtensteln's Confidence 
Questionnaire data yielded seven moderately Intercorrelated clusters. 
They are: restlessness, Intrapersonal negative mood states; crutch, 
time structuring, social, interpersonal negative mood states, and self-
image. Alpha reliabilities for the seven clusters ranged from .69 
(interpersonal negative mood states) to .94 (Intrapersonal negative mood 
states). 
Family resources 
Family functioning The family functioning variable was 
measured by Family Adaptability and Cohesion Evaluation Scales (FACES 
III) (Olson, Portner & Lavee, 1985). FACES III is the third version in a 
series of FACES scales developed to assess the two major dimensions on 
the Circumplex Model (i.e., family cohesion and family adaptability). 
FACES lil demonstrated improved reliability, validity, and clinical 
utility, as compared to previous versions. Olson et al. (1985) state 
that the correlation between cohesion and adaptability has been reduced 
to nearly zero (r-.03). However, several studies have reported 
considerably higher correlations of cohesion and adaptability. This is a 
recurring problem and brings into serious question the empirical 
independence of both dimensions. Both face and content validity of FACES 
III are very good. Internal consistency reliability of this instrument 
is also good; cohesion (r-.77), adaptability (r=.62) for total 
reliability of 0.68. Test-retest for FACES III at 4-5 weeks is 0.83 for 
cohesion and 0.80 for adaptability. 
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Support Social support was measured by a checklist of 12 
Items. The respondent was asked to evaluate the effect of various 
sources of social support during the past 27 months. The respondent 
circled the most accurate response based on a scale of very negative (1) 
to very good (5). Higher scores denoted better support. Items were 
included based on a review of social support literature and other 
existing measures. 
Adjustment to illness and Quality of life Individual and family 
adaptation to chest pain was measured by considering the self-report 
of patient and his or her spouse to questions related to psychosocial 
Adjustment to Illness and to his or her perception of Quality of 
life. 
Adjustment to Illness Adjustment to Illness was assessed by 
the Adjustment to Illness Scale (AIS) (Norem & Lund, 1988) which was 
derived from the Psychosocial Adjustment to Illness Scale (PAIS) (Morrow 
et al., 1978). 
Interrater reliability was reported for the interview format as 0.83 
for total PAIS scores. Reliability coefficients for the subscales also 
are in the acceptable range (0.52 to 0.82), with the exception of the 
domain extended family relationships which was 0.33. Support for content 
validity of the PAIS derives from the fact that the items were developed 
from clinical observations of psychosocial adjustments. Evidence for 
construct validity is provided by an analysis of the matrix of 
intercorrelatlons between the domains and the total test score (Morrow et 
al., 1978). As an example, the psychosocial distress subtest correlated 
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significantly with the patient's rating on State-Trait Inventory (r-.51, 
p<*001), and with the observer ratings on anxiety assessed by the Symptom 
Checklist 90 Analogue Scale (r-.51, p<>001). 
The PAIS has been used with patients with coronary disease (Gundle 
et al., 1980; Raft et al., 1985); with hypertension (DeVon & Powers, 
1984); with Hodgkin's disease (Morrow et al., 1978); with cancer patients 
(Cain, Kohorn, Quinlan, Schwartz, Lattimer & Rogers, 1983; Morrow, 
Carpenter & Hoagland, 1984; Morrow, Feldsteln, Adler, Derogatis, Enelow, 
Gates, Holland, Mellsara, Murowski & Penman, 1981); and with hemodialysis 
patients (Blnik, 1983; DeNour, 1982). 
The Adjustment to Illness Scale (AIS) (Norem & Lund, 1988) used in 
the present study was an adaptation of the Psychosocial Adjustment to 
Illness Scale (PAIS) (Morrow et al., 1978). The AIS was based on a 
modification of the self-report form of the PAIS, which was originally 
developed and tested from the original semi-structured interview format. 
Three versions of the AIS were used for patient, spouse, and control 
groups for the present study. Adjustment to Illness was assessed on six 
primary life domains: Occupational functioning. Domestic relations, 
Sexual performance, Extended family relationships, Leisure activity, and 
Psychological functioning. 
The patient and spouse selected one of four statements that best 
described his or her situation. Respondents replied to statements on a 
0-3 scale, Indicating the degree of adjustment. Lower scores denoted 
better adjustment. Scores were derived for each domain in addition to a 
total adjustment score. 
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Quality of life The Quality of Life Inventory (Olson, 
McCubbin, Barnes, Larsen, Muxen & Wilson, 1985) was developed to examine 
the Impact of several domains of life experience on an individual sense 
of well-being or life satisfaction. The domains assessed by this forty-
item scale are: marriage and family life, friends, extended family, 
health, home, education, time, religion, employment, mass media, 
financial well-being, and neighborhood and community. Patient and spouse 
are asked to estimate how satisfied he or she is with each domain on a 
response scale of dissatisfied (1) to extremely satisfied (5). 
Test-retest reliability for the total scale is 0.65. Cronbach Alpha 
reliability for the adults scale for total sample is 0.92 (Olson et al., 
1985). 
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DEMOGRAPHIC VARIABLES 
Variable 
Age 
Sex 
Marital status 
Income 
Educational 
level 
Group 
Nominal Definition 
Age of family member 
residing In household 
Sex of family member 
residing In household 
Number of years of 
marriage to present spouse 
Total Income before taxes, 
Including earned Income, 
Investments, social 
security, job-related 
benefits, welfare bene­
fits, etc. 
Level of education ob­
tained by respondent 
Patient 
Spouse 
Control 
INDEPENDENT VARIABLES 
Chest pain Acute onset of retro­
sternal pain 
Group : 
Retrosternal pain of 
cardiovascular origin 
1) Acute myocardial 
Infarction 
a) with related disease 
b) without related 
disease 
2) Recovered MI 
No further symptoms 
a) with related disease 
b) without related 
disease 
Operational Definition 
Age In years 
1) Male 
2) Female 
Number of years of 
marriage 
1) Total Individual 
Income 
2) Total family 
Income 
Number of years of 
school completed 
By history 
Diagnosis of MI with 
positive EKG and 
enzyme studies 
EKG shows stable 
condition with old 
scar. Enzymes normal. 
Figure 2. List of all variables Included In this study 
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Variable Nominal Definition 
3) Chest pain secondary 
to pre-lnfarctlon angina 
4) Stable angina 
a) with related disease 
b) without related 
disease 
Group 2 
Chest pain without 
cardiovascular disease 
1) Pulmonary disorders 
a) embolism 
b) pneumothorax 
c) pneumonia 
2) Gastrointestinal 
disorders 
a) hiatal hernia 
b) duodenal ulcer 
c) gastric ulcer 
d) gastrls 
3) Musculoskeletal 
disorders 
a) myocltis 
b) costochrondritls 
c) trauma 
Figure 2. (Continued) 
Persisting angina 
a) with related disease 
b) without related 
disease 
Chest pain unrelated to 
myocardial disease 
a) with related disease 
b) without related 
disease 
Requiring medical 
intervention 
a) with related disease 
b) without related 
disease 
Operational Definition 
Unstable EKG 
Angiography with 
medication 
Diagnosed by EKG 
changes, angiography 
shows disease is not 
progressive 
Normal EKG, enzymes, 
and angiography 
By history and x-ray 
By history and x-ray 
Cultures and x-ray 
Diagnosed by x-ray or 
response to standard 
ulcer therapy 
Diagnosed by clinical 
impression 
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Variable Nominal Definition Operational Definition 
4) Anxiety states 
a) with related disease 
b) without related 
disease 
No physical basis; 
consistent with DSMlll 
criteria 
Group 2 
Control group 
CONTINGENCY VARIABLES 
Perception of 
health 
Health attitudes 
Stress 
accumulation 
Individual 
self-efficacy 
Subject perception of 
severity of symptoms and 
extent of life change 
Subject perception of 
the quality of care given 
by medical personnel 
Life events experienced 
by a family member during 
the past 27 months 
An individual's conviction 
or belief that he or she 
can successfully execute 
the behavior or behaviors 
that a situation requires 
to produce the desired out­
come, Questions developed 
for this study are based on 
1) The Confidence Question­
naire (Condiotte & 
Llchtenstein, 1981); and 
2) patient and spouse per­
ception of cardiac capa­
bility (Bandura, Taylor, 
Williams, Mefford, & Barchas, 
1985; Taylor, Bandura, Ewart, 
Miller, & DeBusk, 1985) 
Stratified random 
sample of patients 
with normal physical 
findings 
Measured by questions 
2 and 4, developed 
for this study 
Section 1 of Adjust­
ment to Illness Scale 
(Norem & Lund, 1988) 
Family Life Events 
Scale (Nine States 
Family Stress Con­
sortium, 1981) 
Situation Mastery 
Scale (Lund & Norem, 
1988) 
Figure 2. (Continued) 
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Variable Nominal Definition Operational Definition 
Support 
Adjustment to 
to illness 
The emotional, instru­
mental, and financial 
aid that is obtained from 
an individual's social 
network 
Respondents* subjective 
response to Illness and 
its impact on day-to-day 
activities 
Measured by a checklist 
of 12 items developed 
for this study, based 
on a review of social 
support literature and 
existing measures 
Section 2-7 of the 
Adjustment to Illness 
Scale (Norem & Lund, 
1988) 
Quality of life An individual sense of 
well-being or life 
The Quality of Life 
Inventory (Olson et 
al., 1985) 
Figure 2. (Continued) 
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CHAPTER 4. DATA ANALYSIS 
Introduction 
In order to provide an overall picture of the analyses used, the 
next section summarizes the data analysis procedures for this study. 
Subsequent sections of this chapter present the results and 
Interpretation of the data analysis. 
Steps In Data Analysis 
The data were analyzed using the SPSSX statistical package (SPSS, 
Inc., 1983). Preliminary analyses Included frequency distributions for 
all variables. Missing data and extreme cases were recoded to the mean 
to minimize their effects In the regression analysis. The following 
summarizes the data analysis steps: 
Creation of Subscales: Variables were recoded to subscales for both 
independent and dependent variables using the scales from the following 
inventories: Health Attitudes, Stress Accumulation, Self-efficacy, 
FACES, Support, Quality of Life, and Adjustment to Illness. New subscale 
variables were then created from groupings based on cumulative percentage 
with values of high, medium, and low based on the present sample 
responses. 
Correlations; Pearson product moment correlations were done 
including all variables. Intercorrelations between Independent variables 
were examined to explore the possibility of Multicolllnearlty. Nie, 
Hull, Jenkins, Steinbrenner, and Brent (1975) state that 
multicolllnearlty exists when correlations between independent variables 
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are greater than .80. 
Cross tabulations ; Three-way cross tabulations were analyzed to 
detect spurlousness, or covariation between variables due only to the 
effect of a third, and to further analyze the true relationship between 
Independent and dependent variables by holding contingency variables 
constant. 
Data reduction; Factor analysis was done to reduce the large number 
of variables In the Adjustment to Illness and the Situation Mastery 
Scales to a smaller number of statistically Independent, or orthogonal, 
variables. This statistical procedure was also used to confirm the 
variable structure of basic concepts being tested In this study and to 
Identify the minimum number of underlying dimensions of the data. 
Results of the confirmatory factor analysis of the Adjustment to 
Illness Scale are presented In Table 9 (see Appendix A). 
Factor analysis was conducted with the AIS and eight factors were 
Identified. They are: 1) social activity outside the home; 2) 
psychological disturbance; 3) job performance; 4) health attitudes; 5) 
sexual performance; 6) relationships with co-workers; 7) assistance from 
outside family; 8) health care practices. 
Communallty of a variable measures the generality of Individual 
differences in the variable. All factor loadings were positive with 
fairly strong common variations. Remaining variation was attributed to 
the uniqueness of each variable. 
The factor structures presented are consistent with the theoretical 
concepts on which the AIS was developed. 
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Factor analysis was also done with the Situation Mastery Scale to 
confirm the appropriateness of concepts being tested, and five factors 
were identified (see Table 10 in Appendix A). These are also consistent 
with the theoretical concepts represented by each subscale. The five 
factors are: 1) negative feelings in social situations; 2) negative 
feelings when faced with a problem; 3) physical demands; 4) inactivity; 
5) time pressures. Variables with factor loadings under «30 were 
deleted. 
Reliability analysis; Cronbach's alpha was used to determine the 
Internal consistency of scales and subscales. The two item subscale, 
Perception of health condition, had a reliability coefficient of .55. 
Because of the low score, Perception of Health Condition was not used as 
an additive scale. Each variable within the scale was evaluated 
separately. 
Internal consistency reliability analysis was done for scales and 
subscales. The results of Cronbach alpha analysis of scales and 
subscales are presented In Table 11 (Appendix A). The Health Attitudes 
Scale, Family Life Events Scale, Situation Mastery Scale, Family 
Adaptability and Cohesion Scales, and the Social Support Inventory are 
multiple Item sections used to measure contingency variables. The 
Adjustment to Illness Scale and the Quality of Life Inventory are used to 
measure dependent variables. 
Alphas obtained for all composite scales are at least 0.9. Alphas 
obtained for all subscales are 0.77 or above. 
Multivariate analysis of variance; Multivariate analysis of 
69 
variance (MANOVÂ) was used to test for between group differences on 
dependent variables Adjustment to Illness and Quality of life, 
controlling for contingency variables when significant differences were 
found. 
Analysis of variance ; Analysis of variance (ANOVA) Is an 
exploratory technique designed to detect whether differences between a 
set of means occur simply by chance, or because of systematic variations 
between the means. The SPSSX (SPSS, Inc., 1983) subcommand Contrast was 
used to compare means across scores. The Contrast subcommand requests a 
priori contrasts tested by the t statistic, and specifies a specific set 
of contrasts for comparisons of the means. The Wilks and Hotelllng's 
tests were used. 
Multiple regression; Using multiple regression, each contingency 
variable was sequentially entered into the equation in order of their 
introduction into the model to determine predictive power related to 
dependent variables. Multiple regression analysis was done with the 
dependent variables Adjustment to illness and Quality of life for 
respondents' overall and for group combinations. Because of high 
correlations between some contingency variables, a consideration of 
explained variance of each variable was based on betas and significance 
2 
of T rather than on incremental Increase of R . 
Summary statistics including factor analysis, reliabilities, and 
analysis of variance are given in Appendix A. 
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Description of the Sample 
The sample consisted of married, middle-aged persons who were 
patients at Marshalltown Family Medical Services, P.C., in Marshalltown, 
Iowa. Both patient and spouse were asked to complete the questionnaire 
without consulting one another. Of a total group of 456 respondents, 
17.3 percent were cardiac patients, 16.5 percent were spouses of cardiac 
patients, 13.3 percent were non-cardiac patients, 13 percent were spouses 
of non-cardiac patients, 19 percent were husbands in the control group, 
and 20.2 percent were wives in the control group. Demographic 
characteristics are summarized in Tables 1 through 6. Thirty-three 
percent of the sample still had at least one child living at home. 
Fifty-four percent of the respondents were employed full time outside the 
home, while 10.7 percent reported part-time employment. Fifteen percent 
were full-time homemakers, and 16.4 percent were retired. 
There were 52 male and 27 female cardiac patients, 26 male and 49 
female cardiac patient spouses, 42 male and 19 female non-cardiac 
patients, 17 male and 42 female non-cardiac patient spouses, and 90 male 
and 92 female controls. 
Table 1. Means, standard deviations, and range of demographic variables 
(n = 456) 
Variable Mean S.D. Range 
Age 
Years married 
Family income 
Educational level 
52.00 
26.77 
14.49 
14.95 
1.62  
11.02 
97.0 
62.0 
1-5.0 
24.0 
$27,600.00 
14.57 
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Table 2. Âge of all participants in chest pain study (n = 456) 
Cardiac Non- Non-
Age Cardiac patient cardiac cardiac Husband Wife 
patient spouse patient patient control control 
spouse 
n-79 n"75 n"61 n"59 n-90 n"92 
— % 
Low-46 10.1 14.7 44.3 50.8 45.6 53.3 
47-59 32.9 32.0 44.3 32.2 25.6 23.9 
60-high 57.0 33.0 11.5 16.9 28.9 22.8 
Table 3. Years of school completed of participants in chest pains study 
(n=456) 
Years Cardiac 
patient 
n-79 
Cardiac 
patient 
spouse 
n-75 
Non-
cardiac 
patient 
n"61 
Non-
cardiac 
patient 
spouse 
n-59 
Husband 
control 
n=90 
Wife 
control 
n=92 
6-12 
13-24 
70.9 
29.1 
6.7 
33.3 
47.5 
52.5 
6 6 .1  
33.9 
27.8 
72.2 
30.4 
69.6 
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Table 4. Years married to present spouse for participants in chest pain 
study (n-456) 
Cardiac Non- Non-
Years Cardiac patient cardiac cardiac Husband Wife 
patient spouse patient patient control control 
spouse 
n=79 n"75 n"61 n"59 n"90 n-92 
% 
1-14 15.2 16.0 27.9 23.7 28.9 29.3 
15-26 5.1 8.0 39.3 39.0 31.1 30.4 
27-37 36.7 34.7 24.6 25.4 15.6 16.3 
38-hlgh 43.0 41.3 8.2 11.9 24.4 23.9 
Table 5. Employment status of participants in chest pain study (n-456) 
Cardiac Non- Non-
Cardiac patient cardiac cardiac Husband Wife 
patient spouse patient patient control control 
spouse 
n=79 n*75 n-61 n"59 n=90 n«92 
% 
Full time 41.0 42.7 64.9 56.2 77.8 47.8 
Part time 10.3 10.7 7.0 7.0 1.1 26.1 
Homemaker 15.4 21.3 12.3 24.6 1.1 21.7 
Retired 30.8 22.7 12.3 10.5 18.9 4.3 
School 1.8 1.8 1.1 
Disabled 2.6 2.7 1.8 
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Table 6. Family Income, before taxes 1985, for participants In chest 
pain study (n-456) 
Income Cardiac Non- Non-
In Cardiac patient cardiac cardiac Husband Wife 
$l,OOOs patient spouse patient patient control control 
spouse 
n"79 n-75 n-61 n-59 n-90 n-92 
% 
< 10 8.9 8.0 3.3 1.7 3.3 
10-20 32.9 32.0 8.2 15.3 12.2 8.7 
20-40 41.8 45.3 60.6 59.3 37.8 38.1 
40-75 12.7 13.3 24.6 22.7 32.2 35.9 
< 75 3.8 1.3 3.3 1.7 17.8 14.1 
Fifty-seven percent of cardiac patient and 53 percent of cardiac 
patient spouses fell in the 60 year and over group, whereas 44 percent of 
non-cardiac patients and 51 percent of non-cardiac patient spouses fell 
in the low to 46 year age group. Controls were evenly distributed 
between the ages of 20 through 80. 
Cardiac patients and their spouses tended to be less well-educated 
than other groups (see Tables 2-6). As they tended to be older, cardiac 
patients and their spouses were more often retired, and reported lower 
levels of income. While age of the control groups was spread more evenly 
between 20 and 80 years, they tended to report highest levels of both 
education and of income. 
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Results of Analysis 
Results of the analysis are presented below, organized according to 
the order of the study hypotheses. 
Hypothesis 1 : There will be a significant difference between 
groups for psychosocial Adjustment to Illness and Quality of life 
and control groups will score higher than patient groups. 
Results of the MANOVÂ Indicate that there are significant 
differences between groups for both Adjustment to Illness (p < .001) and 
Quality of life (p < .001) (see Table 12 in Appendix A). These results 
provide support for Hypothesis 1. 
In order to explore more fully the specifics of these differences, 
a series of one way analyses of variance, using the contrast procedure, 
were completed with each of the dependent variables and each subscale. 
Adjustment to Illness 
Contrasts show that the non-cardiac patient spouse group scored 
significantly higher on the overall Adjustment to Illness Scale 
(AIS), followed by the non-cardiac patient group, control groups, 
the cardiac patient spouse group, and the cardiac patient group, in 
that order. 
Results of a more in-depth examination of the data follow. 
Means, standard deviations, and range were compared for the AIS 
subscales (see Table 7). The six-item subscale. Occupational 
Functioning, had the lowest mean and greatest variance of the six AIS 
subscales. While 28 percent of the respondents reported that their job 
was at least slightly less important to them than it had been prior to 
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Table 7. Means, standard deviations, and range of all contingency 
variables (n - 456) 
Variable Mean S.D. Range 
Contingency Variables 
Health Beliefs 
Amount of pain 2.93 1.10 1-4 
Extent life changed 2.53 1.18 1-4 
Health attitudes 16.07 6.49 4-65 
Stress Accumulation 
Internal family 21.43 9.39 4-99 
School/Work 13.51 6.45 6-63 
Relative/Friends 9.84 4.26 3-45 
Finance/Law 15.23 5.34 3-72 
Family Health 14.64 6.81 1-63 
Self-efficacy 
Restlessness 21.69 6.17 6-54 
Inner feelings 21.69 6.17 6-54 
Self as resource 2290 5.87 6-54 
Time pressures 20.54 6.62 6-54 
Social situations 20.44 6.93 7-54 
Other feelings 18.40 6.91 6-54 
Self-image 21.75 6.16 9-54 
Family functioning 
Adaptability 33.10 16.67 11-90 
Cohesion 41.14 11.86 13-90 
Support 50.78 13.98 17-108 
Dependent Variables 
Adjustment to Illness 
Occupational 15.10 12.03 2-54 
Domestic relations 12.90 9.09 2-63 
Sexual performance 11.17 9.65 5-54 
Extended family 8.15 7.04 4-45 
Leisure activity 7.97 6.86 1-45 
Psychological 12.12 6.67 7-63 
Quality of life 144.17 33.61 53-360 
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Illness, less than 29 percent felt that Illness had interfered with 
their ability to physically perform their job. 
Two subscales of the ÂIS produced particularly Interesting 
results. The six item subscale, Sexual Performance, had a higher 
mean than other subscales in the Â1S, and a comparatively high 
standard deviation. Of respondents reporting on Sexual performance, 
40 percent reported a change of interest in sexual activities since 
their illness and 47 percent indicated that there was a change in 
frequency. Additionally, 29 percent noted that there had been at 
least slight problems in ability to perform sexual activities due to 
illness. 
The seven item subscale. Psychological Functioning, revealed 
considerable emotional difficulty among respondents. Sixty-two percent 
of respondents felt afraid, nervous, or anxious and 52 percent felt 
depressed. Forty-seven percent of respondents expressed guilt and 
feelings of self-blame, and 44 percent felt less valuable. Seventy 
percent of the total population reported that they were worried about 
their Illness or other matters. 
Particularly Interesting correlation associations are noted for the 
Âls (see Tables 8a and 8b). The subscale, Psychological functioning, 
produced some findings which differed from the overall ÀIS pattern. 
For Psychological functioning, as Age (-.17), Years of marriage (-.17), 
and Income (-.14) increase. Psychological functioning also increases. 
Higher levels of Self-efficacy (-.25), Cohesion (-.13), and Quality of 
life (-.20) are associated with higher levels of Psychological 
Table 8a. Pearson product moment correlation of variables 
1 2 3 4 5 6 
1. Age 
2. Education -.27** 
3. Years 
married 
.72** -.20** 
4. Income .05 .16** .11* 
5. Chest pain -.33** .31** —.24** .10 
6. Amount of 
pain • 
.14* —. 26** .08 —.18** -.74** 
7. Extent of 
life change 
.20** -.27** .16** -.20** -.74** .82** 
8. Adjustment 
to Illness 
.25** 
CM O
 r .23** o
 
Ln
 1 o
 
w
 
.08 
9. Quality of 
life 
.34** — .06 .29** .24** 1 o
 
.00 
10. Health 
attitudes 
-.07 -.05 -.06 -.03 1 o
 
.05 
11. Stress 
accumulation 
.20** -.10 .21** .05 -.05 -.01 
12. Support .28** 1 o
 
o
 
.27** .16** -.12* 
o
 
r
 
13. Self-efflcacy .10* .06 .16** .15* .02 .06 
14. Adaptability .33** — .06 .29** .14* -.04* — .02 
15. Cohesion .20** .01 .16** .14* -.05 i o
 
o\
 
*Signlfleant at the .01 level. 
**Slgnlfleant at the .001 level. 
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7 8 9 10 11 12 13 14 
.17** 
.06 .35** 
.09 .23** -.13* 
.02 .17** .30** .04 
.02 .24** .49** .01 .30** 
.06 .17** .48** -.15* .23** .40** 
.03 .27** .45** .10 .24** .57** .30** 
.05 .19** .50** -.00 .22** .58** .37** .76** 
Table 8b. Pearson correlation coefficients for variables with Adjustment to Illness Subscales 
Adjustment to Illness Subscales 
Variable Occupational 
functioning 
Domestic 
relations 
Sexual 
performance 
Extended 
family re­
lationships 
Leisure 
activity 
Psychological 
functioning 
Total 
Age .38** .15** .31** .13* .13* -.17** .25** 
Education -.14* -.05 -.10* -.02 -.01 -.06 -.02 
Years married .35** .13* .23** .13* .13* —.17** .23** 
Family income .01 -.01 
o
 
r
 -.00 -.09 -.14* .05 
Amount of pain .02 .09 .12* .07 .13* .11* .08 
Extent life .15** .17** .21** .14** .24** .15** .17** 
changed 
Health attitudes .13* .19** .18** .10* .27** .28** .23** 
Stress .14** .08 .06 .14* .05 -.06 .17** 
accumulation 
Self-efficacy .06 .06 .01 .06 1 g
 
-.25** .17** 
Adaptability .27** .22** .12* .15** .10 -.01 .27** 
Cohesion .16** .11* .01 .08 .00 -.13* .19** 
Support .28** .15** .10* .22** .03 -.08 .24** 
Quality of life .25** .12* .06 .18** .06 -.20** .35** 
•Significant at the .01 level. 
••Significant at the .001 level. 
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functioning. 
In order to clarify the true nature of the relationship between 
independent and dependent variables, a series of cross-tabulations were 
done using chi-square and gammas. 
Tests were made for spurious relationships between independent and 
dependent variables. When analyzing the variable, Sexual performance by 
group, the original relationship disappeared when the effects of age were 
partialed out. While all three conditional gammas were smaller than the 
zero-order gamma, however, the gammas of all groups did not reach the 0.2 
level. 
Results of ÂNOVA contrasts showing between group t-value 
probabilities for variables is given in Table 20 (see Appendix A). There 
are significant differences between groups for Adjustment to illness for 
cardiac and non-cardiac patient groups (p < .01), cardiac and non-cardiac 
patient spouse groups (p < .001), and non-cardiac patient spouse and 
control groups (p < .001). 
The Contrast procedure was also completed with AIS subscales. The 
non-cardiac patient spouse group was highest scoring for all significant 
AIS subscales, and results were similar to those of the overall AIS. It 
was interesting to note that, for Psychological functioning, the non-
cardiac patient spouse group scored highest, followed by the cardiac 
patient spouse group, the controls, the non-cardiac patient group, and 
the cardiac patient group, in that order. 
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Quality of life 
Further analysis of the data shows that the cardiac patient group 
scored significantly higher on the Quality of Life Inventory (QLI), 
followed by the cardiac patient spouse group, the controls, the non-
cardiac patient spouse group, and the non-cardiac patient group. In that 
order. These differences were identified by the Contrast procedure. 
There are significant differences between groups for Quality of life for 
cardiac and non-cardiac patient groups (p < .01), cardiac patient spouse 
and non-cardiac patient spouse groups (p < .001), and for non-cardiac 
patient spouse and control groups (p < .001). 
Results of a more in-depth examination of the data follows. 
Cross-tabulation of groups and Quality of life showed that 53 
percent of non-cardiac patients and 43 percent of their spouses reported 
low levels of Quality of life. 
The particularly high correlations of Quality of life with Self-
efficacy (.48), Adaptability (.45), Cohesion (.50), and Support (.49) 
should be noted (see Table 8a). 
Hypothesis There will be a significant difference between 
groups for psychosocial Adjustment to illness and Quality of life. 
The difference will be mediated by Perception of amount of pain, 
Perception of extent of life change, and Health attitudes. There 
will also be a significant difference between groups for Perception 
of amount of pain. Perception of extent of life change, and Health 
attitudes. The cardiac patient group will score significantly 
higher than the non-cardiac patient group for Perception of amount 
of pain and Perception of extent of life change* The control group 
will score higher than patient groups for Health attitudes. 
Results of the MANOVA indicate there are significant differences 
between groups for Adjustment to illness (p < .001) and Quality of life 
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(p < .001) (see Table 12 In Appendix A). 
The hypothesis Is partially supported* 
A series of one way analysis of variance, using the contrast 
procedure, were completed with contingency variables Perception of amount 
of pain. Perception of extent of life change, and Health attitudes. 
Results of the Contrast are presented for each contingency variable In 
Figure 3. 
Perception of amount of pain 
Multiple regression was used to explore relationships between groups 
and the dependent variables Adjustment to Illness and Quality of life, 
and the mediating effects of contingency variables. For Adjustment to 
Illness, Perception of amount of pain failed to contribute significantly 
to an explanation of variance for respondents overall (see Table 21 In 
Appendix A). However, separate regressions for groups Indicate 
Perception of amount of pain was a significant predictor for cardiac and 
non-cardiac patients (p < .01), cardiac and non-cardiac patient spouses 
(p < .001), and for non-cardiac patient and spouses (p < .001). 
For Quality of life. Perception of amount of pain failed to explain 
variance for groups overall or for any sub-groups (see Table 22 In 
Appendix A). Sub-sample n's are all over 100 cases, so separate group 
regressions are appropriate. 
Further analysis of the data shows that differences between groups 
were not significant. The hypothesis for Perception of amount of pain 
was not supported. 
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Between group t-value probabilities Indicated that there were no 
significant differences for group combinations (see Table 20 in Appendix 
A). 
Results of the Contrast procedure indicated that, while scores 
across groups were not significantly different, findings were of some 
Interest. The cardiac patient spouse group scored highest, followed by 
the non-cardiac patient group, the non-cardiac patient spouse group, and 
the cardiac patient group, in that order. 
Perception of extent of life change 
Multiple regression analysis indicated that Perception of extent of 
life change significantly contributed to an explanation of variance for 
respondents overall for Adjustment to illness (p < .001, see Table 21 in 
Appendix A) and for Quality of life (p < .01, see Table 22 in Appendix 
A). (, 
For Adjustment to illness. Perception of extent of life change was a 
significant predictor for cardiac and non-cardiac patient groups (p < 
.001), cardiac patient and spouse groups (p < .01), and for non-cardiac 
patient and spouse groups (p < .001). It was interesting to note that 
for cardiac and non-cardiac patient spouse groups. Perception of extent 
of life change (p < .001), along with Perception of amount of pain (p < 
.001), Stress accumulation (p < .001), and Support (p < .01) explained 
.59 of the variance. Also, for the non-cardiac patient and spouse 
groups. Perception of amount of pain (p < .001) and Perception of extent 
of life change (p < .001) were the only variables which were significant. 
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and explained >68 of the variance for those groups. 
For Quality of life, Perception of extent of life change was a 
significant predictor for cardiac and non-cardiac patient groups (p < 
.001), and together with Health attitudes (p < .05), Stress accumulation 
(p < .01), and Self-efficacy (p < .001), explained .51 of the variance. 
It should also be noted that for the non-cardiac patient and spouse 
groups. Perception of extent of life change was the only significant 
variable and explained .31 of the variance. 
Contrasts Indicated that the cardiac patient spouse group scored 
significantly higher for Perception of extent of life change, followed by 
the cardiac patient group, the non-cardiac patient spouse group, and the 
non-cardiac patient group, in that order. The hypothesis for Perception 
of extent of life change is supported. 
Results of between group t-value probability tests showed that 
cardiac and non-cardiac patient groups (p < .05) and cardiac and non-
cardiac patient spouse groups (p < .01) were significantly different (see 
Table 20 in Appendix A). 
The mean for the variable Perception of extent of life change was 
lower and the standard deviation higher than for the variable Perception 
of amount of pain, suggesting a greater spread of the variance. 
Multlcolllnearlty exists for the two variables In the Perception of 
health category. High correlations of Perception of amount of pain and 
Perception of extent of life change (r".82) are noted. 
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Health attitudes 
Multiple regression analysis for Adjustment to Illness showed that 
Health attitudes contributed significantly to an explanation of variance 
for respondents overall (p < .001), for cardiac and non-cardiac patient 
groups (p < .01), and for controls (p < .001) (see Table 21 In Appendix 
A). 
For Quality of life. Health attitudes contributed significantly to 
an explanation of variance for respondents overall (p < .01), and for 
cardiac and non-cardiac patient groups (p < .05). For the cardiac 
patient and spouse groups. Health attitudes (p < .01), along with Stress 
accumulation (p < .001) and Self-efficacy (p < .001) accounted for .49 of 
the variance (see Table 22 in Appendix A). 
Findings from the multiple regression are somewhat different from 
the MANOVA findings related to Health attitudes. This may be due to the 
fact that the regressions do not account for group differences. 
Further analysis of the data shows that there were no significant 
differences among groups. The hypothesis for Health attitudes is not 
supported. 
Health attitudes did not correlate significantly with any of the 
demographic variables (see Table 8a). Health attitudes was the only 
contingency variable which was positively associated with both Adjustment 
to illness (.23) and with Quality of life (-.13). 
Group differences were not significant. However, it was Interesting 
to note that the non-cardiac patient spouse group scored highest, 
followed by the non-cardiac patient group, the cardiac patient spouse 
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group, the cardiac patient group, and the controls. In that order (see 
Table 20 In Appendix A). 
Hypothesis 3; There will be a significant difference between 
groups for psychosocial Adjustment to Illness and Quality of life. 
The difference will be mediated by Stress accumulation. There will 
be a significant difference between groups for Stress accumulation. 
The non-cardiac patient group will score significantly higher than 
the cardiac patient and control groups. 
Results of the MÂNOVA indicate there are significant differences 
between groups for Adjustment to illness (p < .001) and Quality of life 
(p < .001) (see Table 12 in Appendix A). 
In order to explore more fully the basic hypothesis about group 
differences, one way ANOVA, using the Contrast procedure, was completed 
for Stress accumulation. 
The Contrast procedure was completed for both the FLES overall, and 
for FLES subscales. While there were not significant group differences 
for Stress accumulation, it was interesting to note that the cardiac 
patient spouse group scored highest, followed by the cardiac patient 
group, the controls, the non-cardiac patient spouse group, and the non-
cardiac patient group, in that order. The specific ordering of group 
differences in Hypothesis 3 is not supported. 
Results of the Contrast procedure for the two FLES subscales, which 
were significantly different among groups, follow. For Internal to 
Family stressors, the cardiac patient spouse group scored significantly 
higher, followed by the cardiac patient group, the controls, the non-
cardiac patient group, and the non-cardiac patient spouse, in that order. 
For School/work stressors, the cardiac patient spouse group scored 
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significantly higher, followed by the cardiac patient group, the 
controls, the non-cardiac patient spouse group, and the non-cardiac 
patient, in that order. 
Stress accumulation 
Multiple regression analysis for Adjustment to Illness indicated 
that Stress accumulation did not significantly explain variance for 
respondents overall (see Table 21 In Appendix A). However, Stress 
accumulation was a significant predictor for cardiac and non-cardiac 
patient groups (p < >05), for cardiac and non-cardiac patient spouse 
groups (p < .001), and for the cardiac patient and spouse group (p < 
.001). 
For Quality of life. Stress accumulation was a significant predictor 
for respondents overall (p < .01), for cardiac and non-cardiac patient 
groups (p < .01), for cardiac and non-cardiac patient spouse groups (p < 
.001), and for the cardiac patient and spouse group (p < .001) (see Table 
22 in Appendix A). Stress accumulation does not explain a significant 
amount of variance for control groups for either Adjustment to illness or 
Quality of life. 
There was not an acceptably significant difference between groups 
for Stress accumulation. The significance level (p < .06), however, 
should be noted. Five subscales of the Family Life Event Scale (FLES) 
were then analyzed as separate contingency variables. The subscales 
Internal to Family stressors (p < .001) and School/work stressors (p < 
.001) were significantly different among groups. The hypothesis for 
88 
Stress accumulation Is not supported. 
Further examination of the data produced the following results. 
Means and standard deviations were compared (see Table 7). The 
variable Finance/law stressors had a mean comparable to other subscales 
In the FLES, but had a lower standard deviation. Respondents reported 
that 32 percent had had a cut In family income and that 22 percent had 
had to dip into savings. 
Within the subscale Internal family stressors, the item "household 
chores pile up" had a very high mean and low standard deviation. Nearly 
half of the total sample assessed noted the occurrence of this item, and 
it was the item most frequently reported. 
ÂNOVÂ showing t-value probabilities for FLES subscales indicate no 
significant differences between groups for Relative/friend stressors or 
for Finance/law stressors. However, there are significant differences 
between cardiac and non-cardiac patient groups (p < .001), between 
cardiac and non-cardiac patient spouse groups (p < .001), between the 
cardiac patient spouse group and control (p < .01), and between the non-
cardiac patient spouse group and control (p < .05) for Internal to family 
stressors. Also, there are significant differences between cardiac and 
non-cardiac patient groups (p < .05), between cardiac and non-cardiac 
patient spouse groups (p < .001), between the cardiac patient group and 
control (p < .05), and between the cardiac patient group and control (p < 
.05), and between the cardiac patient spouse group and control (p < .001) 
for School/work stressors. Internal to Family Stressors and School/work 
stressors are the only two FLES subscales that were significantly 
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different among groups. 
Hypothesis 4; There will be a significant difference between 
groups for psychosocial Adjustment to illness and Quality of life. 
The difference will be mediated by Individual and family resources 
(individual Self-efficacy, family Adaptability and cohesion, and 
Support). There will be a significant difference between groups for 
Self-efficacy, Adaptability, Cohesion, and Support. Control groups 
will score significantly higher than patient groups for Self-
efficacy. Control groups will score near the mid-range for 
Adaptability and Cohesion. The cardiac patient group will score 
significantly higher than the non-cardiac patient or control groups 
for Support. 
Results of the MANOVA indicate there are significant differences 
between groups for both Adjustment to illness (p < .001) and Quality of 
life (p < .01) (see Table 12 in Appendix A). 
T-values for covarlates show significant group differences for Self-
efficacy for Adjustment to Illness (p < .002) and Quality of life (p < 
.001). For Support, however, significant group differences were noted 
for Quality of life (p < .01), but not for Adjustment to Illness. 
Hypothesis 4 is partially supported. 
A series of one way analyses of variance, using the Contrast 
procedure, were completed with each of the dependent variables for 
Adaptability and cohesion. 
The Control group scored significantly higher on Self-efficacy, 
followed by the cardiac patient spouse group, the cardiac patient group, 
the non-cardiac patient spouse group, and the non-cardiac patient group, 
in that order. The hypothesis for Self-efficacy is supported. 
Further analysis of the data shows that the cardiac patient group 
scored significantly higher on Adaptability, followed by the cardiac 
patient spouse group, controls, the non-cardiac patient group, and the 
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non-cardiac patient spouse group, In that order. These results provided 
support for the hypothesis. 
Cardiac patients scored significantly higher on Cohesion, followed 
by the cardiac patient spouse group, controls, the non-cardiac patient 
spouse group, and the non-cardiac patient group. In that order. 
For Quality of life, the cardiac patient spouse group scored 
significantly higher, followed by the cardiac patient group, controls, 
the non-cardiac patient spouse group, and the non-cardiac patient group. 
In that order. These results provide support for the hypothesis for 
Support and dependent variable. Quality of life. 
Significant differences between groups for Support were not noted 
for Adjustment to Illness. 
Self-efflcacy 
Multiple regression analysis Indicated that Self-efflcacy 
contributed significantly to an explanation of variance for Adjustment to 
Illness for respondents overall (p < .01), and for the cardiac patient 
and spouse (p < .05) (see Table 21 In Appendix A). 
For Quality of life, however, Self-efflcacy was a highly significant 
predictor (p < .001). For the cardiac and non-cardiac patient groups, 
Self-efflcacy contributed significantly to an explanation of variance (p 
< .001). Together with Perception of extent of life change (p < .001), 
Health attitudes (p < .05), and Stress accumulation (p < .01), Self-
efflcacy explained .51 of the variance. Similarly, for the cardiac 
patient and spouse group, Self-efflcacy (p < .001), together with Health 
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attitudes (p < >01) and Stress accumulation (p < .001), accounted for .49 
of the variance. Self-effIcacy was also a strong predictor for the 
controls for Quality of life (p < .001) (see Table 22 In Appendix A). 
Means and standard deviations were compared for SMS subscales (see 
Table 7). The variable measuring respondents* confidence In his or her 
ability to handle stressful situations when using Self as resource had 
the highest mean and the lowest standard deviation. Respondents were 
especially confident that they could handle conflict and anxiety without 
the use of alcohol, tobacco, and/or medication. Variables measuring 
respondents' confidence In ability to master Social situations and to 
cope with Other directed feelings had the lowest means, but the highest 
standard deviations for the SMS. Respondents reported least confidence 
In dealing with feelings of anger directed towards self and handling 
feeling "put down" by others. 
Self-effIcacy was negatively correlated with Adjustment to Illness 
(.17). However, the strong association between Self-effIcacy and Quality 
of life (.48) should be noted (see Table 8a). 
One way ANOVÂ was used to test differences among groups for the 
seven SMS subscales which were then used as separate contingency 
variables. All but the subscale Social Situations was significantly 
different among groups. 
Results of analysis of variance for AIS subscales, and group, 
controlling for SMS subscales, are given In Tables 13-17 (see Appendix 
A). For Psychological functioning and Quality of life, control main 
effects were highly significant for all six SMS subscales. For 
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Psychological functioning and Quality of life, Self-efflcacy Is Important 
across all groups. 
Results of between group t-value probability tests for Self-efflcacy 
showed significant differences between the non-cardiac patient group and 
controls (p < *001), and the non-cardiac patient spouse group and 
controls (p < .01). Between group t-value probability tests were also 
conducted for SMS subscales. Results are given In Table 20 (Appendix A). 
Adaptability 
Multiple regression analysis indicated that Adaptability contributed 
to an explanation of variance of Adjustment to illness for respondents 
overall (p < .01), for cardiac and non-cardiac patients (p < .05), and 
for controls (p < .01) (see Table 21 in Appendix A). For Quality of 
life, Adaptability was a significant predictor for only the control group 
(p < .05), and then marginally (see Table 22 in Appendix A). 
The mean for Adaptability was lower and the standard deviation 
higher than that of Cohesion (see Table 7). Respondents tended to report 
lower levels of Adaptability than of Cohesion, and responses showed a 
greater spread of the variance. 
Particularly high correlations were noted for Adaptability with 
Quality of life (.45), and Support (.57) (see Table 8a). 
Multlcollinearity was a problem in the high correlation between 
contingency variables Adaptability and Cohesion (r = .76). While Olson 
et al. (1985) claim correlation for Adaptability and Cohesion to be 
r=.03, findings of the present study are very different. 
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Between group t-value probability tests showed significant 
differences between patient groups (p < .001), between patient spouse 
groups (p < .001), and between the cardiac patient group (p < .01), the 
cardiac patient spouse group (p < .01), the non-cardiac patient spouse 
group (p < .01), and the controls (see Table 20 in Appendix A). 
Cohesion 
Multiple regression analysis indicated that Cohesion failed to 
contribute significantly to an explanation of variance for Adjustment to 
illness for respondents overall, or for sub-groups (see Table 21 in 
Appendix A). For Quality of life, however. Cohesion was a significant 
predictor for respondents overall (p > .001) and for controls (p < .001), 
but not for patient and spouse groups (see Table 22 in Appendix A). 
Particularly high correlations were noted for Cohesion with Self-
efficacy (.37), Adaptability (.76), and Quality of life (.50) (see Table 
8a). A discussion of multlcollinearity is given under the previous 
section of Adaptability. 
Between group t-value probabilities indicated significant 
differences between cardiac and non-cardiac patient groups (p < .001), 
cardiac and non-cardiac patient spouse groups (p < .01), non-cardiac 
patient and control groups (p < .01), and non-cardiac patient spouse and 
control groups (p < .01) (see Table 20 in Appendix A). 
Support 
Multiple regression analysis Indicated that, for Quality of life, 
Support was a significant predictor for respondents overall (p < .001), 
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and for controls (p < .01) (see Table 20 in Appendix A). For Adjustment 
to illness, however, Support contributed significantly to an explanation 
of variance for the cardiac and non-cardiac patient spouse groups (p < 
.01) . Together with Perception of amount of pain (p < .001), Perception 
of extent of life change (p < .001), and Stress accumulation (p < .001). 
Support accounted for .59 of the variance for the spouse groups. 
Particularly strong correlational associations are noted between 
high levels of Support and high levels of Quality of life (.49), Self-
efficacy (.40), Adaptability (.57), and Cohesion (.58) (see Table 8a). 
Between group t-value probability tests indicated that significant 
differences existed between cardiac and non-cardiac patient groups (p < 
.01), cardiac and non-cardiac patient spouse groups (p < .01), cardiac 
patients and control groups (p < .01), cardiac patient spouse and control 
groups (p < .001), and non-cardiac patient spouse and control groups (p < 
.001) (see Table 20 in Appendix A). 
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CHAPTER 5. SUMMARY AND DISCUSSION 
Summary 
This study Is concerned with a basic relationship between chest pain 
patients and spouses and their subsequent adaptation to Illness and 
perception of quality of life. Further consideration is then given to 
the impact of psychosocial variables on the basic relationship between 
patient, spouse, and control groups and their self-reported Adjustment to 
illness and Quality of life. Figure 3 represents graphically the overall 
differences among groups. Each line in the figure represents the means 
for one of the groups plotted against the overall sample mean. 
Similarities and group differences are particularly interesting. 
Patient and spouse groups often functioned similarly. However, 
significant differences were observed between cardiac patient and non-
cardiac patient groups. 
The cardiac patient and spouse report the poorest adjustment to 
illness of all groups. The cardiac patient and spouse function least 
well in occupational, domestic, and sexual areas and report the least 
amount of leisure activity. This finding is somewhat puzzling as these 
two groups also report the greatest satisfaction with their lives. In 
fact, the cardiac patient, specifically, who reports lowest levels of 
occupational, sexual, recreational, and psychological functioning of all 
six groups, also reports the most life satisfaction. 
At the other end of the spectrum, the non-cardiac patient and spouse 
function particularly well sexually in their marriages and their 
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occupations, yet report the least satisfaction with the quality of their 
lives. 
There are a number of other characteristics which distinguish groups 
from one another. The cardiac patient and spouse groups tend to be 
older, less well-educated, and report less Income than the other four 
groups. They are also most adaptable, cohesive, and feel most positive 
about the sources of social support In their lives. 
The non-cardiac patient and spouse can be described differently. As 
a group, they are younger, more likely to be employed full time, and 
report higher levels of education and Income. Not only are they least 
adaptable and cohesive of all groups, they report considerably lower 
levels of social support. 
An interesting finding In this study was the similarity of response 
of the cardiac patient spouse and the non-cardiac patient spouse groups 
when considering life change secondary to chest pain of the patient. 
Both cardiac and non-cardiac patient spouses reported a significantly 
higher degree of life change than the patients. 
Past research has looked primarily at the response of the patient to 
illness. The response of the spouse and family has usually not been 
considered. As a member of the marital system, however, the spouse is a 
part of the illness process, which is discussed in the following section. 
This study Indicates each of these groups may be preoccupied with a 
different aspect of the illness experience. Patients in this study were 
often concerned with task-oriented matters, such as diet and exertion. 
Spouses of patients frequently expressed anxiety about the welfare of the 
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patient and about the lack of fulfillment of their own personal and 
emotional needs. The relationship between the cardiac patient and spouse 
approached a parent-child dynamic with the spouse as "caretaker". When 
exploring needs of the patient and family, physicians should not assume 
that they will be the same. 
While there are significant differences between the cardiac and non-
cardiac patient groups, there are also notable similarities. Cardiac and 
non-cardiac patient groups reported the lowest levels of psychological 
functioning of all groups. Both patient groups had difficulty with 
management of anger arousal, frustration, worry, and impatience. 
Feelings of restlessness, time urgency, and low self-esteem were also 
characteristic of these groups. 
Discussion 
It has been estimated that a considerable percentage of patients 
suffering myocardial infarction require psychiatric care. Research 
suggests that cardiac patients may fear loss of earning power, aging and 
deterioration, invalidism, and sexual impotence. In the present study, 
these fears were apparent for both patient groups. It is that the non-
cardiac group fears future cardiac involvement. 
Dr. Yavad M. Yans, Clinical Associate Professor of Medicine at the 
University of Iowa College of Medicine, Iowa City, Iowa, has followed 
approximately 1500 chest pain patients since 1972. He reports that 
patients diagnosed with Mitral Valve Prolapse Syndrome (MVP) often have 
symptoms similar to those reported by the non-cardiac chest pain patients 
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in the present study (personal communication, October 5, 1987). Mitral 
Valve Prolapse is a common congenital abnormality in which extra mitral 
valve tissue produces a mid-systolic sound and in some instances a murmur 
due to mitral valve insufficiency. Mitral valve prolapse does involve 
abnormality in a valve of the heart. However, Dr. Yans makes a clear 
distinction between MVP, which is common and not life threatening, and 
coronary artery disease, which implies blockage in coronary arteries. 
Mitral Valve Prolapse patients, with atypical chest pains, may have 
normal tests, including treadmill, Holter, even cardiac catherization, 
but still be agitated and anxious. Dr. Yans describes patients with MVP 
as frequently nervous, hyperalert, and insecure. These patients are 
frequently active and higher functioning. They often have measurably 
higher adrenaline levels. 
While MVP patients may present medically with symptoms such as 
tachycardia, palpitation, as well as chest pain, physicians are often 
unable to offer a clear diagnosis. When MVP is diagnosed. Dr. Yans 
emphasizes the importance of reassurance of the patient that the problem 
is benign. Most patients feel less anxious if a diagnosis can be made. 
Dr. Yans' findings may suggest reasons why patients in the present 
study may be higher functioning and active, yet report low levels of 
psychological functioning and life satisfaction. 
Frustration and uncertainty about medical diagnosis were expressed 
by some non-cardiac patients in this study in a "Comments" section of the 
questionnaire. One patient expressed relief that his symptoms were not 
cardiac related, but uncertainty about origin of the problem: "I believe 
100 
the chest pain I experience is coming from either anxiety or intestinal 
disorder. Yet the Information generally given to the public does not 
distinguish between the two. This leads to unwarranted worry about one's 
heart." Another patient stated flatly: "Not sure the doctor is taking 
my complaint seriously. Could we be missing an important health signal?" 
Finally, one patient asserted: "I still do not know the cause of my 
chest pain. I would like to know." 
Dr. Yans suggests that the above comments are representative of a 
group of patients who believe they are ill but do not feel they are taken 
seriously in the medical community because of lack of a clear diagnosis 
which validates their symptoms. Physicians at the clinic at which the 
present study was conducted stated that, at this time, there is no 
effective, inexpensive, screening test available to detect these patients 
with higher levels of adrenaline prior to the onset of symptoms. 
The non-cardiac patient may have fears we simply do not understand. 
Whether these patients are coronary prone bears further exploration. 
Health care professionals, as well as patients, often assume that 
persons experiencing considerable change and stress may anticipate 
illness. An alternate hypothesis may be that many non-cardiac patients 
may be persons who function most effectively under pressure and who are 
stressed by lack of stimulation. Non-cardiac patients in this study 
report low numbers of life event stressors. In this sense, the non-
cardiac patient reports of low levels of life satisfaction may represent 
unmet goals, unresolved challenges, and general boredom with life. 
The cardiac patient and spouse function poorly occupationally, in 
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their marital and sexual relationships, in their relationships with 
extended family, and in the development of recreational activity. It 
should be remembered that the cardiac patient and spouse groups end to be 
older, with more years of marriage, fewer years of education, and less 
income than the other four groups. Age, particularly, may be an 
alternative explanation of lower levels of functioning. 
The cardiac patient and spouse cope with an illness which society 
validates. Cardiovascular disease provides patients with an honorable 
reason for lower capability. Perhaps societal acceptance of the cardiac 
patient's illness, greater maturity, and survival of a serious health 
threat may lead toward a general acceptance of life's difficulties, a 
gratefulness for life, and subsequently higher levels of self-reported 
life satisfaction. 
It should be noted that the spouses of cardiac patients report 
poorest marital relationships of all five groups but, secondly only to 
the cardiac patient, greatest life satisfaction. Perhaps the cardiac 
patient spouse has adapted to the difficulties and demands of life with a 
cardiac patient and has sought satisfaction in other life domains. 
Fifty-seven percent of cardiac patients and 53 percent of cardiac patient 
spouses in this study fell in the sixty years and older group. Current 
research about marital satisfaction suggests that satisfaction may 
decline during the middle years of marriage, increasing after the 
children are grown. In the present study, we are dealing with Illness, 
which may present another factor. 
Results from the present study indicate that respondents reported 
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functioning at fairly high levels sexually, although there Is a wide 
range of sexual functioning. Results show that 40 percent of all 
respondents reported a change of Interest In sexual activities since 
their Illness and 47 percent reported a change In frequency. These 
findings emphasize a real need for physician exploration of sexual 
functioning with both patient and spouse, especially in relationship to 
Illness* Physician education with patients can do much to dispel myths 
and misinformation regarding sexual activity and its impact on a chest 
pain patient. 
Older patients are especially reluctant to raise the sexual issue, 
and it is Important that the physician lead the way. The spouse of a 
cardiac patient in this study commented, "Some refuse to get help. Maybe 
counseling should start at day one in the hospital and continue for at 
least a month or more. So they couldn't refuse later when it is brought 
up." However, many patients are not involved in hospital rehabilitation 
programs. If education and counseling are to occur, they must originate 
with the physician on an out-patient basis. 
The psychological functioning of the cardiac patient and the non-
cardiac patient was poorest of all groups. In this area, patients and 
spouses did not function similarly as both spouse groups reported higher 
levels of functioning than patient groups. Sixty-two percent of 
respondents reported feeling afraid, nervous, or anxious, and 52 percent 
felt depressed. Nearly half of all respondents felt guilty and/or less 
valuable. Seventy percent of the sample reported that they worried about 
Illness or other matters. 
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Because of findings related to psychological functioning, clinic 
staff documented blood pressure readings, taken from medical charts, 
during the period of measurement. They also noted the prescription of 
ant1-hypertensive medication, which occasionally produces depressive 
side-effects. Clinic physicians reviewed this material and concluded 
that medications being used during the period of measurement would not 
have produced the degree of depression reported by patient groups on the 
AIS. 
Respondents reporting high levels of psychological functioning also 
tended to feel best about the quality of their lives. Cardiac patients 
reported highest levels of life satisfaction of all groups; however, they 
also reported lowest levels of psychological functioning. Comments from 
both cardiac patient and spouse allude to the need for "security" and 
"encouragement". The spouse of a cardiac patient stated, "A heart-
troubled person seems to want more advice from you, more understanding, 
is short-tempered, easily upset over the little things. . . . The 
patient used to make up his mind and not dwell on it; it almost makes you 
wonder if he has fear of something at all times." 
Both patient and spouse describe the worry and fear which accompany 
cardiovascular problems. À cardiac patient stated, "When you have 
something like this, It makes you sit up and wonder if you are doing the 
right thing all the time." 
Results of this study suggest that cardiac patients and spouses face 
restriction of activity and fear of the reoccurrence of pain, heart 
attack, or death. The chronicity of an Illness stressor such as coronary 
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artery disease could certainly result In symptoms of anxiety and 
depression, as was picked up on the AIS subscale, Psychological 
functioning. However, as one cardiac patient in this study commented, 
"While I realize there are some things 1 likely will never be able to do, 
I did not become depressed but rather am more appreciative of things 
(people, nature, God, work, etc.) previously taken for granted." Perhaps 
this comment sheds some light on the Psychological functioning of the 
cardiac patient who may be restricted and fearful, but who may be 
grateful for the gift of life. 
Perception of Health 
MÂNOVÂ and subgroup regressions confirm that the cardiac patient 
spouse perceived the amount of pain experienced by the cardiac patient as 
significantly greater than did the patient him or herself. This finding 
could result because of a more vigilant "caretaker" role, performed by 
spouse, or because of the more active denial mechanism of the patient. 
It should be noted that the perception of amount of pain contributed 
significantly to an explanation of variance for patient and spouse groups 
for adjustment to Illness, but was not a significant issue for any groups 
when considering quality of life. While pain may be perceived as an 
Important factor in areas such as occupational and sexual functioning, 
there did not seem to be a relationship between amount of pain and 
quality of life. 
Both cardiac and non-cardiac patient spouses reported greater life 
change than did the cardiac and non-cardiac patient. 
This finding further reinforced the concept of the patient spouse as 
"caretaker". Patients in this study frequently commented about task and 
maintenance aspects of their illness, such as the need to reduce stress, 
monitor diet and cholesterol, and pursue medical treatment. Spouses of 
these patients, particularly of cardiac patients, expressed fears about 
the patient well-being. One spouse commented, "I am never at ease when 
he is out of my sight—just a constant worry." Another spouse stated, "I 
constantly worry about what could happen to him while I am working but it 
is necessary for me to keep this Job. ..." The cardiac patient spouse, 
exceeded only by the cardiac patient, reported the least amount of 
recreational activity, as measured by the AIS. 
Patient spouses also commented about lack of time to themselves: "I 
have always been a caretaker and unselfish with time. ... I find 
myself wanting more time to myself to do what I want to do—but others 
have always come first." Comments such as these were typical of female 
spouses of cardiac patients. A future study from these data will perhaps 
provide insight into gender differences in caretaker behavior among 
spouses of cardiac patients. 
Analysis of the data for this study reinforces the concept of female 
as caretaker generally, as well as when Illness Is a factor. One cardiac 
patient spouse commiserated, "I think in general my generation has been 
squeezed trying to please our parents and our children, but maybe that's 
Just my situation." With Illness, however, perhaps the spouse of the 
cardiac patient anticipates pain, feels responsible for the care of the 
patient, and has anxieties about illness Issues which, to date, have not 
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been adequately addressed by the medical community. 
While the non-cardiac patient spouses reported their lives had 
changed more than the non-cardiac patients, their comments were fewer and 
of a different nature than those of the cardiac patient spouses. The 
spouse of a non-cardiac patient stated: "1 no longer feel guilty or put 
down because of it—1 am not the cause or the cure. I try to offer 
support but have learned that 1 cannot be the total support for him. My 
biggest reason for full-time employment is to get away from a draining 
situation." 
Spouses of both cardiac and non-cardiac patients report more life 
change than the patients. However, the dynamics and nature of the change 
appear to differ. Comments from spouses of cardiac patients tended to be 
more supportive and loving, with strong feelings of responsibility for 
case. Comments from spouses of non-cardiac patients revealed feelings of 
hostility and impatience. 
Society validates cardiovascular disease as a serious illness. 
While the public is taught that risk factors for cardiovascular disease 
can be managed, people tend to feel that the disease occurs through no 
fault of their own. The symptoms of the non-cardiac patient may not be 
taken as seriously or may be viewed as psychosomatic. A clear diagnosis 
may not exist. This may be exacerbated when symptoms exist over time 
without a clear diagnosis. Nevertheless, as the present study 
illustrates, both patient groups and their spouses report a similar 
amount of patient pain and both spouse groups perceive significantly more 
life change than patient groups. 
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There Is strong evidence which reinforces the need for the Inclusion 
of the patient spouse In the treatment of the patient. Increased 
understanding of a specific Illness behavior, and Its social and medical 
Implications, Is Important for successful adjustment. When Illness Is 
present, both patient and spouse are affected. 
Health Attitudes 
Group differences are significant, the non-cardiac patient and 
spouse report the most positive feelings regarding adequacy of medical 
care and personal health care. Health attitudes are less positive for 
both cardiac patient and spouse and poorest for controls. 
Garrlty and Klein (1975) suggests that patients' perceptions of 
health and health attitudes are critical factors In the adaptation to a 
change In physical health. Groog, Shapiro, and Levlne (1971) describe a 
style of coping seen In patients who Intellectually acknowledge 
myocardial Infarction but refuse to comply with all or most of the 
medical constraints Imposed on them. A cardiac patient in this study 
comments, "1 should follow a more strict diet. I do try and keep my fat 
Intake down, but get carried away sometimes and eat things I know I 
shouldn't; in other words, I guess 1 don't worry about a heart attack. I 
go on and live just as If nothing is wrong." Groog et al. (1971) suggest 
that this behavior Is due, in part, to an emotional refusal to accept a 
serious Illness. Patients may also be critical of a medical system which 
cannot restore health. 
Controls reported poorest health attitudes of all groups. This 
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concept was still important to all groups in this study. As a healthier 
group, however, the controls may be fairly uninvolved with the medical 
system. 
The Health Attitudes Scale measured the respondent's perception of 
adequacy of medical care and personal health care. Approximately 75 
percent of respondents reported they are quite concerned about their 
health, and 57 percent Indicated that they pay fairly close attention to 
health care. Eighty-two percent of respondents expected to overcome 
illness fairly soon or quickly. 
Attitudes about the quality of medical care are also very positive. 
Ninety-three percent described their care as very good or never better, 
and 80 percent indicated that the amount of medical information given had 
been fair to complete. 
While positive responses were reported for all groups, it must be 
remembered that respondents completed their questionnaires and returned 
them to the medical clinic where treatment was received. It is not 
possible to measure, with this questionnaire, the Influence of the "halo 
effect". It would be Interesting to query the same groups, who would 
then return questionnaires to a non-medical body. 
Stress Accumulation 
Numerous studies suggest that life change events increase the risk 
of Illness from coronary heart disease. Lown, Verrier, and Rablnowltz 
(1977) and others have described the deleterious effects the central 
nervous system has on the heart when triggered by emotional stress. It 
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is not possible to assess the premorbid functioning of the cardiac and 
non-cardiac patient groups, or to assess the level of life event 
stressors prior to the diagnosis of illness. 
For this study, the cardiac patient spouse, followed by the cardiac 
patient, reported significantly higher numbers of life event stressors 
than the other four groups in areas related to internal family and 
school/work concerns. This finding seems consistent with other results 
as the cardiac patient spouse, followed by the cardiac patient, also 
reported significantly greater life change. 
Pollock (1984) has suggested that depressed persons may over-report 
stressful events, retrospectively viewing most situations negatively. 
While the cardiac patient reports lowest levels of psychological 
functioning, followed by the non-cardiac patient, it should be noted that 
the non-cardiac patient reports lowest levels of life event stressors of 
all six groups. This finding would contradict Pollock's hypothesis and 
would reinforce the conclusion that the cardiac patient and spouse 
actually may contend with greater amounts of life stress. 
Other researchers have reported similar findings. The Isrealle 
Ischemic Disease Project found that psychosocial variables significantly 
associated with angina pectoris were anxiety and severe problems as 
perceived by the subject in whatever area of life situation. Medalle's 
studies (1973) found that the presence of family problems, as might be 
reported on a life events scale, was strongly associated with the 
development of angina, but was also as powerful a predictor or risk 
factor as systolic blood pressure, serum cholesterol, or an abnormal EKG. 
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As previously noted, the cardiac patient In the present study reported 
high levels of stressor events and low levels of functioning In 
occupational, marital, sexual and psychological areas. Findings from the 
present study add an understanding of the marital system Involvement to 
the Individual focus of past research. 
A notable finding In this study concerns the Importance of stress 
accumulation In the mediation of psychosocial Adjustment to Illness. 
Multiple regression analysis Indicated that Stress accumulation did not 
significantly explain variance for respondents overall, or for controls. 
However, stress accumulation was a significant predictor for cardiac and 
non-cardiac patients, cardiac and non-cardiac patient spouses, and 
cardiac patients and spouses. 
This finding has Important theoretical Implications. Most of the 
literature and theory building that has been done with adjustment to 
Illness and life events has been done with patient populations. For 
patients, stress accumulation Is significant. We must look at how things 
are related In a contextual sense. Within the illness context we find 
support for the increased life events relationship to adjustment to 
illness. Outside of the illness context, we do not. 
Individual and Family Resource Self-efficacy 
The cardiac patient, followed by the non-cardiac patient, had 
greatest difficulty with restlessness, reliance on resources such as 
medication, alcohol, and tobacco, with time pressures, and with low self-
image . 
I l l  
The finding that the cardiac patient relies more on "crutches" or 
external resources other than self is not surprising. It would follow 
that there is greater use of medication and less risk taking behavior in 
a group with serious diagnosed illness. Sixteen of the cardiac patient 
group have had coronary by-pass surgery or angioplasty. Yans (personal 
communication, October 5, 1987) states that cardiac patients with 
invasive surgery often feel damaged, "like a broken dish," and may not 
resume activity or rehabilitate as quickly as patients with angioplasty. 
Restrictions on physical activity, and difficulties with physical 
exertion, are particularly troublesome for cardiac patients. 
Additionally, the cardiac patient group tends to be older, with only 41 
percent reporting full-time employment. The lack of a more structured 
activity pattern may lend itself to greater difficulty with restlessness 
and time pressures. 
The low scores of the cardiac patient on the Self-image subscale 
seem consistent with the low scores reported by the cardiac patient on 
the Psychological functioning subscale of the ÂIS. In both areas, the 
cardiac patient was lowest functioning of all groups, followed by the 
non-cardiac patient. As one cardiac patient stated: "I bear all my 
pains and disappointments of life all alone. Not even my husband has 
much concern. ... It's all on my shoulders. So the stress gets to roe 
quite a lot." It should be noted that the previous comment was 
representative of the feelings of a female cardiac patient and resembled 
more closely feelings expressed by non-cardiac patients. When the 
cardiac patient is female, the male spouse does not seem to function as 
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effectively In the "caretaker" role. 
The non-cardiac patients in this study had serious problems with 
restlessness, time pressure and low self-image, second only to the 
cardiac patient. Furthermore, the non-cardiac patients reported the 
greatest difficulty of all five groups In managing negative inner 
feelings, such as frustration, depression, impatience, and anger arousal. 
Friedman (1969) and Jenkins, Zyzanskl, and Rosenman (1976) discuss 
what they describe as a coronary-prone behavior pattern (Type A). Type A 
behavior Includes the following characteristics: striving for 
achievement, competitiveness. Impatience, time urgency, hyperalert 
posture, and excessive drive and hostility. Of these characteristics, 
time urgency and hostility are most closely associated with coronary 
heart disease. Eliot (1984) contends that "anger within" is one factor 
which is a strong predisposition to heart disease. 
Robert S. Eliot, Head of Arizona Diagnostic Cardiology at the 
National Center for Stress Medicine (1984), suggests that careful 
physiologic testing can establish "hot reactors." This term Is different 
from the Type A and Type B behavior patterns. An Individual is a hot 
reactor when mental stress has a direct, dramatic, and inappropriate 
physiologic effect. While Type A and Type B are overt behavioral 
categories, hot reacting refers to covert physiologic response. 
Some of the cardiac and non-cardiac patients in this study may 
exhibit the hostility of Type A behavior and they may not have normal 
physiologic response. Others may appear outwardly calm, while dramatic 
covert physiologic reactions are taking place. The former groups are 
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called concordant reactors in that their outward behavior mirrors their 
inner physiologic condition* The second group are called discordant 
reactors because their surface behavior is discordant to their internal 
physiologic state. While the cardiac and non-cardiac patients in this 
study may display some of the characteristics of Type A behavior, they 
are not necessarily hot reactors and at higher risk. 
The non-cardiac patient group in this study best demonstrates the 
characteristics of Type A behavior pattern. Besides poor management of 
negative feelings, such as anger, depression, and a sense of time 
urgency, the non-cardiac patient, second only to the cardiac patient, 
reported the lowest self-image and the poorest psychological functioning. 
The characteristics of the non-cardiac patients suggest the driving 
competitiveness and perfectionistic features of a high achiever. While 
highly functional in occupational, marital, and sexual areas, the poor 
functioning of the non-cardiac patients in psychological areas, as well 
as low self-image and satisfaction with life, suggests underlying 
dysfunction or overall discontent. 
While the cardiac patient has some characteristics of the Type A 
personality, he/she reports the poorest adjustment to illness. However, 
this group's high perception of quality of life suggests a less driving, 
more accepting stance to life. 
Family Functioning 
The Adaptability measure related to the concepts of family 
leadership, control, discipline, rules, and roles. Olson et al. (1985) 
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hypothesized that familles functioning In a moderate mode In these areas 
are most likely to make a successful adaptation to stress. In 
relationship to other groups In the study, control groups tend to be more 
balanced, functioning In a flexible to structured mode. 
The cardiac patient and cardiac patient spouse groups reported 
highest levels of adaptability, suggesting a tendency toward a chaotic 
mode. It should be noted, however, that the cardiac patient and spouse 
represent an older group. Many of the Items on the FACES scale have to 
do with children. Several respondents In the cardiac patient and cardiac 
patient spouse category pointed out that questions In the questionnaire 
for the present study frequently Involved the role of children In the 
family, which they did not feel applied to them. There Is the 
Implication, nonetheless, that cardiac families tend to live with less 
structure and are more open to role change and absence of rules. This 
finding may reflect the stage of the life cycle and describe the home 
after adolescents are launched, where fewer rules are needed. It may, 
however, also represent a renegotiation of role relationships and family 
patterns following the diagnosis of serious illness. This change may 
precipitate a less structured, more fluid family situation, where rules 
and roles are modified and blended. 
The non-cardiac patient and spouse are least adaptable and tend to 
function in a more rigid mode. Forty-four percent of the non-cardiac 
patient group and 51 percent of the non-cardiac patient spouse group fall 
in the 46 years and younger category. As a younger group than the 
cardiac patient and spouse groups, the non-cardiac patient and spouse are 
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at a point In the life cycle where children, often adolescents, are a 
factor in the home. Rules appear to be more rigid and roles defined. It 
should be noted, however, that husband and wife control groups appear to 
be more flexible than the non-cardiac patient and spouse groups when 
comparing similar levels of age. 
The Cohesion measure is related to concepts of emotional bonding, 
supportiveness, family boundaries, time and friends, and interest in 
recreation. Control groups in this study tend to be more balanced 
between separateness and connectedness. 
The cardiac patients and cardiac patient spouses are most cohesive 
and appear to have a more enmeshed relationship than other groups in this 
study. Family togetherness and diffusion of individual boundaries appear 
more characteristic of the cardiac and spouse groups. 
It was interesting to note that 61 percent of cardiac patients and 
64 percent of cardiac patient spouses, who reported high levels of 
cohesion, functioned poorly in their marital relationships. The tendency 
of the cardiac patient and spouse to function in an enmeshed mode may 
relate to the presence of a serious diagnosed illness. 
Talcott Parsons (1958) developed a conceptual framework for the 
"sick role", characterized by decreased responsibility for self and 
family, diminished expectations related to independence and vocational 
productivity, and reliance on others for help. The cardiac patient 
spouse, who reports highest levels of patient pain and life change, may 
become "caretaker". Behavior of the cardiac patient may easily cross 
spousal boundaries and be shared. Reports of poor marital relationships. 
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however, suggest that the enmeshed mode of functioning of cardiac patient 
and spouse may not be pleasurable. 
The non-cardiac patient and spouse are least cohesive of all groups 
and tend to function In a more disengaged and autonomous mode than other 
groups. Family members have less togetherness than the other four groups 
and tend to go their own way. Coupled with low levels of adaptability, 
suggesting a more rigid approach to roles and rules, the non-cardiac 
patient and spouse describe a family which may lack closeness and 
supportlveness, but which Is fairly controlled. High levels of 
functioning In marital and sexual areas suggest that non-cardiac and 
spouse groups find this pattern most effective. Their poor perception of 
the quality of their lives suggests that these patterns may not be 
entirely satisfying. 
Support 
Considerable evidence suggests a relationship between social support 
and health. Campbell (1986) suggests that persons of poor health may 
have fewer social supports than those In good health. In the Honolulu 
Heart Program (Reed et al., 1983), relationships between social support 
and both the prevalence and Incidence of CHD were assessed. Findings 
Indicated that CHD may cause poor social supports rather than be the 
result. 
These hypotheses were not supported in this study. The cardiac 
patient and spouse report significantly higher levels of support than do 
other groups. It was Interesting to note that 75 percent of the non-
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cardiac patient group and 66 percent of their spouses report low levels 
of support. As a younger, more fully employed group, the non-cardiac 
patients and spouses would less likely be socially Isolated. 
The importance of Support to both patient and spouse was expressed 
by respondents in this study. A cardiac patient spouse stated: "Some 
thought should be considered when a spouse is in such a situation that 
their recovery may be helped when someone they're very close to is with 
them. It seems to be a feeling of security." 
Recalling the trauma of single vessel by-pass surgery, another 
cardiac patient spouse reported: "I was told that he had chest pain and 
that a possibility of surgery was necessary. Just scared me to death. I 
cried and cried. ... He came through it very well, his young age 
helped a lot, and I came through it too, with the help of family and 
friends." 
As noted in a discussion of life change and of cohesion, the spouse 
of the chest pain patient, especially the cardiac patient, often becomes 
a "caretaker". Personal needs often go unmet. Clinical observation in 
Intensive care units suggest that a spouse may attend to patient needs to 
the point of personal emotional and physical exhaustion. Physicians at 
the clinic In which this study was conducted often verbally "give per­
mission" to the spouse to get more rest, and to attend to personal health 
in the best Interest of both patient and spouse. Verbal "permission" Is 
often given in a post hospital situation a well. The spouse, usually the 
female, may have difficulty dealing with the guilt which arises from 
fulfillment of personal needs while husband/wife is ill. 
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It was also Interesting to note that patient and spouse groups 
reported similar perceptions of the amount of pain experienced by the 
patient. Campbell (1986) speculated that anxious men without spousal 
support, or with family problems, may report more chest pain without 
having coronary disease. Clinical observation suggests four common 
responses to chest pain: (1) many patients may report severe chest pain 
with negative findings, (2) others will present with healed scar tissue, 
and (3) some patients fall to pursue evaluation and treatment, regarding 
the chest pain lightly. A fourth group may become "psychological 
cripples," controlled by an Illness which may or may not have organic 
origin. 
Clinical Implications 
The field of Family Medicine was created to Increase sensitivity to 
the patient's emotional, as well as physical, needs. The present study 
emphasizes that often emotional needs are not dealt with to the degree 
that physical needs are, nor are they given the attention they often 
warrant. 
Findings In this study reinforce the need to Involve the spouse In 
patient care. However, this Is not always possible. Patients may be In 
custodial care. During telephone screening for the present study, 
conversations with the spouses of such patients revealed a high degree of 
loneliness and social Isolation. While these Individuals would have 
willingly cooperated with our research, they had to be refused as couple 
participation was not possible. Staff making telephone contacts. 
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however, were Instructed to take time with these subjects, allowing them 
to ventilate their concerns with medical personnel they felt they could 
trust. 
Results of this study reinforced the need for more extensive patient 
education. Patients are conditioned, from an early age, to fear the 
development of coronary heart disease. While approximately 80 percent of 
patients diagnosed with CHD go on to a fairly normal life, expectations 
of decreased capability often interfere with normal functioning. Patient 
education should Include more "can do" information and less "can't do". 
While physicians at the clinic where this study was conducted have 
historically dealt with occupational, sexual, and relationship issues, 
finding from this study emphasized the need for focus on specific ways in 
which the patient and spouse can anticipate a return to normal activity. 
Patients who present with chest pain will often have considerable 
anxiety, as will their families. Cardiac patients and their spouses are 
especially vulnerable to anxiety and depression because of the 
ramifications of coronary heart disease and the potential Implications 
for lifestyle change. Their concerns, however, may not be the same. A 
primary care health team should raise Issues with patients and their 
spouses which involve expectations for occupational and sexual 
functioning and which speak directly to feelings of anxiety and 
depression throughout the course of treatment. However, it may be more 
effective to address concerns of the patent and spouse separately, 
followed by a meeting in which concerns of physician, patient, and spouse 
can be shared. The present study showed that the concepts of patients' 
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and spouses' psychosocial response to illness Is often diametrically 
opposite. Initially, patients and their spouses may not be prepared to 
deal with their differences, or the spouse may feel guilty about 
expressing his/her own needs. 
' Greater use should be made of health care professionals, other than 
the physician, in taking the history. The patient may feel more 
comfortable about confiding anxieties, such as sexual and social 
concerns, to someone other than the doctor. Results of this study 
emphasize the Importance of Including the spouse In an explanation of 
diagnosis and choice of treatment. Communications must be more explicit, 
in language that the patient and spouse can understand, regarding the 
diagnosis, the work-up, and the prognosis. Based on findings in the 
present study, the health care team, and especially the physician, needs 
to give the appearance of caring, not only for physical but also for the 
psychological aspects of the Illness. It is Important that sufficient 
time is spent with the patient so that he/she feels that the physician 
has adequately diagnosed the case. 
Using a holistic approach, and Including the family when 
appropriate, the health care team can do much to avert the development of 
adjustment disorders for patients, as well as spouses. The present study 
Indicates that cardiac and non-cardiac patients report the poorest 
psychological functioning of all six groups. The cardiac patient spouse 
reported greater life change than any other group. A family therapist, 
working with a physician or through referral, can help the patient and 
family work through and bring to the surface many Issues. These Issues 
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can, If left unattended, lead to Individual and family dysfunction. 
For the on-cardiac patient and spouse, the experience of chest pain 
can also be traumatic. Comments from patients in this study who had pain 
for which no organic cause was found often believed they either had an 
illness their physicians failed to discover, or that their physicians had 
found the disease and were unwilling to divulge it. Chest pain of non­
organic etiology usually is not life threatening and often is muscular or 
anxiety related. However, findings in this study indicate that there are 
no significant differences in the amount of pain perceived by cardiac and 
non-cardiac patient groups, or their spouses. 
If organic cause for the chest pain is not established, a primary 
care physician and/or a family therapist or other mental health 
professional can explore the source of this illness behavior and assess 
possible coronary-prone behavior. 
Presently, there are two standardized methods for measuring the 
existence of Type A behavior: the standardized clinical Interview and a 
self-administered, computer scored questionnaire known as the Jenkins 
Activity Survey. The reliability and validity of both methods have been 
documented, and both could be effectively used in a medical care setting. 
Further research, such as that being conducted at the National Center for 
Stress Control, will hopefully shed more light on the diagnosis and 
treatment of coronary-prone behavior. 
A seminar sharing the results of the present study will be offered 
to patients and their families. A section of the questionnaire asked 
respondents to Indicate their interest in attending the proposed seminar. 
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and respondents reacted very favorably. Brief results of study findings 
will be distributed to all respondents, with follow-up discussion 
available with clinic staff. Results will be presented in a positive 
framework, along with specific suggestions for dealing with problems 
reported by study subjects. 
The treatment of CHD has undergone a revolution, precipitated by a 
series of research developments. We no longer live in a world where 
heart patients are kept quiet, severely restricted, and taught to be 
immobile. 
Theresa Kryski, supervisor of the cardiac catherlzatlon lab at the 
University of Michigan Medical Center, points out: "Just a few years 
ago, you turned the lights down low and then crossed your fingers. The 
thinking today is total Intervention." While advanced research is 
producing more sophisticated and effective ways of treating CHD, the 
complexity of these treatment modes can add anxiety to those diagnosed 
with the illness. It is evident, from findings in the present study, 
that both the cardiac and non-cardiac patient groups have the greatest 
difficulty with overall psychological functioning, restlessness, anger, 
frustration, and self-image of all groups. It is not possible to assess 
how much of this difficulty is directly related to Illness. However, 
comments from patients emphasize the vulnerability and uncertainty they 
experience. 
The approaching utilization of lasers and microsurgery brings with 
it a greater need for education and reassurance from the family health 
team, who may translate the complexity of advanced technology into plain 
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talk. As one cardiac patient spouse stated: "I think he needs concern 
and encouragement from the medical team. I can encourage him, but It 
means much more coming from them because they know more about It than I. 
He needs to know they care." 
Recommendations for Future Research 
The present study reinforces the concept that the family Is affected 
by the course of Illness, but also has an effect on the adjustment of the 
patient to the Illness. Findings from the present study demonstrate the 
great variability In the process of Interaction. Further continual 
evaluation of the family process in the area of chest pain, and a 
description of the family unit as it responds to stress, is needed. 
The present study compares the responses of groups of a targeted 
population within a family practice medical clinic. Considerable 
attention was paid to methodology. Greater numbers of participants were 
incorporated. Responses of chest pain patients and spouses were compared 
to responses of controls. Â variety of age and socioeconomic levels were 
Included. Further studies could compare specific demographic parameters 
within themselves, looking at responses from a specific age or 
socioeconomic group, with comparative controls. Findings from the 
present study suggest that demographics may account for some variation In 
subject response. This hypothesis needs further exploration. 
It was not possible, in this study, to assess the premorbid 
functioning of chest pain groups. It would be interesting, however, to 
conduct prospective research which would reassess all groups in this 
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study. This would permit a better examination of psychosocial factors 
which might precede and potentially effect an illness. 
Respondents in this study should be reassessed following a three-
year period. The incidence of myocardial infarction could be examined 
for both non-cardiac and for control groups while looking at group 
differences on psychosocial factors. Also, a better measure could be 
taken of the levels of psychological functioning of all groups, 
controlling for age and social class differences. 
In the development of this study, it would have been useful to have 
chosen an interview format, rather than a written self-report 
questionnaire. Both patient and spouse could be Interviewed separately 
using the structured questionnaire. This would provide better assurance 
that response would represent views of the respondent, and not of a 
combined effort between patient and spouse. Results of this study 
indicated that patient and spouse responses were similar. By 
Interviewing patients and spouses separately, group similarities could be 
reassessed. 
The use of the self-report questionnaire for this study produced 
additional problems. Several respondents, primarily older, cardiac 
patients and their spouses, personally returned the questionnaires to the 
clinic, after agreeing to participate in the study. For these patients, 
the complexity of the study presented a problem. As loyal patients, they 
were very apologetic about their inability to participate. These 
potential respondents were thanked for their Interest, and assured of 
their value as patients. Problems with functional illiteracy could be 
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effectively counted by the use of the interview format. This alternative 
should be considered, especially with older subjects. 
The value of this study would have been enhanced had It been 
conducted as experimental research. The attitudes and clinical approach 
of clinic staff could be assessed prior to the introduction of the 
research process as the treatment factor. In a clinic with a large 
staff, half of the staff could be Involved In the treatment phase while 
the other half could constitute the control group. Clinic staff 
attitudes could be reassessed following the completion of research to 
evaluate any change which might have occurred. Although the experimental 
approach was not used in the present study, it appeared that staff had 
become more sensitive to patient needs and more aware of the psychosocial 
implications of chest pain behavior. 
The Importance of the telephone contact to ascertain subject 
participation cannot be overstated. While this type of contact was labor 
intensive, the benefits were substantial. Much effort was made prior to 
subject contact to eliminate patients who themselves, or their spouse, 
were in custodial care, incompetent, or deceased. Clinic computers 
provided name of patient, age, marital status, insurance information, and 
a coded diagnosis. In some cases, subjects were contacted 
inappropriately in that spouses had died or become incapacitated. This 
information was not easily available. However, the problem could be 
handled tactfully over the phone by clinic staff. It would be most 
insensitive for research questionnaires to be mailed from a medical 
clinic, where treatment had been received, to patients or spouses whose 
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life situation was no longer conducive to this kind of study. 
Telephone contact also provided a vehicle for excellent 
communication about a variety of sensitive and relevant Issues related to 
family health. Questions which exceeded the capabilities of clinic staff 
were passed on to physicians and the principal researcher. Several 
subjects expressed very positive attitudes about the telephone contact 
and the nature of the research. Emphasis on research which would 
reinforce the physlcian-patlent-family relationship was well-received. 
It seems important that concepts and assessments in one field of 
family health be adapted for use in the study of other illnesses. It 
would be beneficial to address other areas of Illness, such as diabetes, 
blindness, cancer, and birth defects, comparing responses among groups as 
was done in the present study. Presently, each area of research In the 
family health field seems to be somewhat isolated, with little cross-
examination of theory or clinical approach. There could be great value 
in the sharing of methodology which would, in a long-term sense, be of 
maximal value to the patient. 
Finally, a more sophisticated understanding of psychosocial 
variables which lead to adaptive outcomes is critical in clinical 
practice. Findings of the present study suggest a higher anxiety level 
associated with disease. A comparison of group responses indicates that 
attitudes toward disease frequently differ, even among family members. 
Several specific needs of different groups were identified In the present 
study. It is important that future research continue to evaluate family 
psychosocial variables and their association with adjustment to Illness. 
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A more complete assessment of family process, and that relationship 
to adult Illness and family adaptation, Is needed. Medical and mental 
health professionals will then be in a better position to explain and 
predict preventative, as well as rehabilitative, measures to return the 
patient and family members to normal activities and relationships. 
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APPENDIX A. TABLES 
Table 9, Factor analysis of Adjustment to Illness Scale 
Factor^ 
Specific health behavior 12345678 
Contact extended family .855 
Interest In social 
activity .836 
Interest In leisure with 
family 
Interest In getting 
together 
Interest In leisure now 
Physical help needed 
Socialize with friends 
Relation problems with 
spouse 
Illness Interferes with 
sex 
Actively Involved 
Financial drain 
Getting along with 
extended family 
Conceived still 
attractive 
Decreased communication 
Depressed 
Blamed self, guilty 
Afraid, anxious 
Angry, uncontrolled 
temper 
Worry about Illness, 
etc. 
Down on self 
How physically do job 
Illness Interferes 
with job .952 
Lost time at work .927 
^Factor 1 • Activity outside home; 2 « Psychological disturbance; 3 
= Job performance; 4 • Health attitudes; 5 = Sexual performance; 6 » 
Relationships with co-workers; 7 " Assistance from outside family; and 8 
= Health care practices. 
.835 
.813 
.773 
.762 
.732 
.723 
.713 
.646 
.639 
.611 
.581 
.560 
.865 
.847 
.837 
.799 
.790 
.769 
.960 
Table 9. Continued) 
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Factoif 
Specific health behavior 12345678 
Job as Important now 
Relationships with family 
Medical information 
received 
Attitude about treatment 
Medical information enough 
Amount medical information 
Quality medical care 
Quality treatment 
Change frequency sex 
Change pleasure sex 
Change Interest sex 
Change sex performance 
Physical disability 
Relationship with spouse 
Illness Interferes with 
work 
Problems with co-workers 
Change job goals 
Shift duties cause Illness 
Anyone to help 
Socializing outside family 
Attention to health 
Special case of health 
.882 
.301 
.810 
.716 
.693 
.632 
.607 
.461 
.687 
.680 
.662 
.651 
.544 
.783 
.777 
.713 
.572 
.684 
.648 
.545 
.818 
.698 
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Table 10. Factor analysis of Situation Mastery Scale 
a 
Factor 
Specific behavior 12 3 
Anger toward one 
Feeling different 
Handle criticism 
Feeling "put down" 
Others disapprove 
Deal with change 
Judged on my performance 
Important decision 
Handle complements 
Refuse invitation 
Others ignore me 
Embarrassment 
Handle salespersons 
Relatives interfere 
Cope with failure 
Learn new skills 
Social gathering alone 
No leisure time 
Lack of time 
Monetary setback 
Great anger arousal 
Mild anger arousal 
Frustration 
Impatience 
Worry 
Without alcohol/cigarettes 
New challenges alone 
Cope depression 
Light physical activity 
Strenuous physical activity 
Challenging tasks by self 
Tough problems 
Minor problems 
Cope without medication 
Cope when inactive 
Cope with boredom 
Handle leisure time 
.800 
.756 
.747 
.745 
.729 
.688 
.681  
.680 
.678 
.676 
.668 
.639 
.638 
.628 
.625 
.579 
.565 
.488 
.469 
.465 
.676 
.627 
.596 
.592 
.560 
.560 
.515 
.513 
.731 
.697 
.623 
.606 
.597 
.473 
.758 
.726 
.604 
^Factor 1 = Negative feelings in social situations; 2 = Negative 
feelings when faced with problem; 3 = Physical demands; 4 = Inactivity; 5 
= Time pressures. 
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Table 10. (Continued) 
a 
Factor 
Specific behavior 12 3 4 5 
Pass time .504 
Nervous without overeating .653 
Handle worries by self .535 
Family demands much time .531 
Disagreements with co-workers .528 
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Table 11. Means, standard deviations and reliabilities for all scales 
and subscales 
Scale Mean Std. Dev. Std. alpha 
Health Beliefs 
Health attitudes 16.0658 6.4848 .7754 
Family Life Events 53.2050 307.0987 .9686 
Internal to family 83.5285 17.4619 .9187 
Family school, work 43.0504 10.2404 .9123 
Family, relatives, close 
friends 35.3684 7.4030 .8438 
Family, finance, and law 59.5987 11.2648 .9176 
Family health 98.1645 42.6025 .8483 
Situation Mastery 139.8355 39.1017 .9743 
Restlessness 21.6864 6.1701 .8683 
Inner directed feeling 18.4057 7.0813 .9333 
Self as resource 22.9035 5.8651 .8304 
Time pressures 20.5417 6.6192 .8857 
Social situations 20.4408 6.9295 .8719 
Other directed feeling 18.3947 6.9048 .9315 
Self-image 21.7522 6.1600 .8923 
Family Functioning 74.2412 26.8386 .9484 
Support 50.7763 13.9784 .9084 
Adjustment to Illness 101.5373 33.4166 .9465 
Occupational functioning 15.1031 12.0247 .8891 
Domestic relations 12.8947 9.0904 .8063 
Sexual performance 12.8947 9.0904 .9432 
Extended family relation 8.1491 7.0408 .8679 
Leisure 7.9737 6.8619 .9344 
Psychological function 12.1228 6.6655 .9319 
Quality of Life 144.1732 33.6086 .9526 
151 
Table 12. Results of MÂNOVÀ for group differences on dependent variables 
of Adjustment to Illness and Quality of life controlling for 
contingency variables 
Dependent variable Covarlate Significance 
Adjustment to Illness — .000 
Amount of pain .000 
Extent life change .000 
Health attitudes .000 
Stress accumulation .004 
Self-efflcacy .002 
Adaptation .004 
Cohesion .134 
Support .728 
Quality of life — .000 
Amount of pain .548 
Extent life change .001 
Health attitudes .212 
Stress accumulation .001 
Self-efficacy .000 
Adaptation .397 
Cohesion .001 
Support .011 
df = 6, 353 
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Table 13* Results of analysis of variance for Occupational functioning 
and groups, controlling for demographic and contingency 
variables 
Outcome main effects Control main effects 
Source of variation F Source of variation F 
Chest pain group 11.27*** Age 26.34*** 
16.76*** Educational level 5.46* 
10.72*** Years married 16.21*** 
14.34*** Family Income 1.07 
18.74*** Amount of pain 0.47 
19.24*** Extent life change 3.71* 
16.98*** Health attitudes 3.86* 
14.54*** Int to fam stressors 3.78* 
15.67*** School/work stressors 5.19** 
17.41*** Relatlve/frlend stressors 1.34 
16.34*** Finance/law stressors 13.16** 
17.14*** Family health stressors 0.28 
16.26*** Restlessness 2.76 
17.25*** Inner dir feelings 2.09 
16.39*** Self as resource 0.41 
17.36*** Time pressures 4.13* 
17.78*** Social situations 1.25 
17.53*** Other dir feelings 0.48 
16.69*** Self-image 1.54 
13.98*** Adaptability 3.33* 
7.76*** Cohesion 0.40 
10.16*** Support 4.22** 
*Signifleant at .05 level. 
**Signifleant at .01 level. 
***Slgnifleant at .001 level. 
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Table 14. Results of analysis of variance for Domestic relations 
and groups, controlling for demographic and contingency 
variables 
Outcome main effects Control main effects 
Source of variation F Source of variation F 
Chest pain group 7.40*** Age 0.41 
8.85*** Educational level 0.04 
6.97*** Years married 1.56 
7.08*** Family income 1.29 
13.33*** Amount of pain 1.21 
13.01*** Extent life change 2.40 
8.95*** Health attitudes 8.20*** 
7.76*** Int to fam stressors 0.41 
8.65*** School/work stressors 1.12 
9.40*** Relative/friend stressors 1.30 
9,30*** Finance/law stresors 4.33** 
9.13*** Family health stressors 0.10 
8.50*** Restlessness 2.30* 
9.45*** Inner dlr feelings 0.99 
8,71*** Self as resource 2.12 
9,17*** Time pressures 0.02 
9.38*** Social situations 0.37 
9,15*** Other dlr feelings 1.19 
9.10*** Self-image 0.08 
7,67*** Adaptability 2.25 
8.47*** Cohesion 2.13 
7,02*** Support 1.12 
*Signlficant at .05 level. 
**Signlfleant at .01 level. 
***Signifleant at .001 level. 
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Table 15. Results of analysis of variance for Sexual performance 
and groups, controlling for demographic and contingency 
variables 
Outcome main effects Control main effects 
Source of variation F Source of variation 
Chest pain group 2.86** Age 13.45*** 
6.23*** Educational level 1.54 
2.24* Years married 3.20* 
6.18*** Family income 0.26 
9.61*** Amount of pain 0.18 
7.24*** Extent life change 6.90** 
7.49*** Health attitudes 8.28*** 
5.88*** Int to fam stressors 1.14 
7.02*** School/work stressors 0.34 
7.41*** Relative/friend stressors 0.02 
7.33*** Finance/law stresors 1.99 
7.25*** Family health stressors 0.01 
6.09*** Restlessness 6.37** 
7.17*** Inner dir feelings 1.56 
6.62*** Self as resource 0.72 
6.73*** Time pressures 1.33 
6.94*** Social situations 0.44 
7.16*** Other dir feelings 2.40 
6.70*** Self-image 4.70** 
6.99*** Adaptability 1.99 
6.75*** Cohesion 4.06** 
6.69*** Support 0.50 
*Slgnificant at .05 level. 
**Significant at .01 level. 
***Significant at .001 level. 
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Table 16. Results of analysis of variance for Leisure activity 
and groups, controlling for demographic and contingency 
variables 
Outcome main effects Control main effects 
Source of variation F Source of variation 
Chest pain group 2.79** Age 5.04** 
3.38** Educational level 0.31 
2.62* Years married 0.44 
1.70 Family Income 1.54 
3.17* Amount of pain 0.17 
3.88** Extent life change 3.39* 
3.40** Health attitudes 16.82*** 
3.43** Int to fam stressors 0.51 
3,80** School/work stressors 3.53* 
3.87** Relatlve/frlend stressors 1.25 
3.56** Finance/law stresors 0.10 
3.30** Family health stressors 3.38* 
2.41* Restlessness 6.59** 
3.45** Inner dlr feelings 1.04 
2.89** Self as resource 1.52 
2.97** Time pressures 2.04 
3.37** Social situations 1.67 
3.31** Other dlr feelings 1.83 
3.02** Self-Image 0.96 
3.34** Adaptability 1.04 
3.02** Cohesion 2.45 
3.72** Support 2.90* 
*Slgnlfleant at .05 level. 
**Slgnlfleant at .01 level. 
***Slgnlfleant at .001 level. 
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Table 17. Results of analysis of variance for Psychological functioning 
and groups, controlling for demographic and contingency 
variables 
Outcome main effects Control main effects 
Source of variation F Source of variation 
Chest pain group 4.55*** Age 11.88*** 
2.17* Educational level 0.32 
2.10 Years married 2.58 
2.00 Family Income 1.23 
2.80* Amount of pain 6.59** 
2.13 Extent life change 4.69** 
2.04 Health attitudes 18.33*** 
2.98** Int to fam stressors 8.19*** 
2.90** School/work stressors 6.80** 
2.12 Relatlve/frlend stressors 1.90 
2.84** Finance/law stresors 16.78*** 
1.96 Family health stressors 3.35* 
1.03 Restlessness 16.08*** 
1.80 Inner dlr feelings 12.61*** 
1.12 Self as resource 16.08*** 
1.49 Time pressures 19.86*** 
2.32* Social situations 11.47*** 
2.12 Other dlr feelings 13.24*** 
1.74 Self-image 5.43** 
2.25* Adaptability 1.42 
2.14 Cohesion 4.22** 
3.75** Support 7.25** 
•significant at .05 level. 
**Slgnlfleant at .01 level. 
***Signlfleant at .001 level. 
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Table 18. Results of analysis of variance for Quality of life 
and groups, controlling for demographic and contingency 
variables 
Outcome main effects Control main effects 
Source of variation F Source of variation 
Chest pain group 2.18* Age 24.33*** 
4.43** Educational level 0.94 
2.25* Years married 12.52*** 
2.79* Family Income 2.26 
5.13** Amount of pain 1.73 
5.02** Extent life change 0.09 
4.52*** Health attitudes 7.39** 
2.22* Int to fam stressors 12.69*** 
2.87** School/work stressors 32.56*** 
3.95** Relative/friend stressors 4.43** 
3.61** Finance/law stresors 32.94*** 
4.58*** Family health stressors 4.58*** 
5.49*** Restlessness 15.71*** 
5.06*** Inner dir feelings 36.24*** 
5.60*** Self as resource 16.70*** 
5.29*** Time pressures 33.82*** 
4.29** Social situations 23.57*** 
4.24** Other dir feelings 20.62*** 
4.65*** Self-image 14.51*** 
2.49* Adaptability 14.79*** 
3.12** Cohesion 24.28*** 
1.10 Support 26.09*** 
*Signifleant at .05 level. 
**Slgnifleant at .01 level. 
***Signlfleant at .001 level. 
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Table 19. Results of analysis of variance of variables with overall 
group and group combinations 
Group 
Perception of amount of pain 
Overall 
Cardiac/non-cardiac pts 
Cardlac/non-cardiac spouses 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Perception of extent of life change 
Overall 
Cardlac/non-cardiac pts 
Cardiac/non-cardiac spouses 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Health attitudes 
Overall 
Cardlac/non-cardiac pts 
Cardlac/non-cardiac spouses 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Stress accumulation 
Overall 
Cardlac/non-cardiac pts 
Cardiac/non-cardiac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Self-efficacy 
Overall 
Cardlac/non-cardiac pts 
Cardlac/non-cardiac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
4.94** 
2.10  
3.52* 
NS 
NS 
NS 
NS 
NS 
-2.22* 
-2.84** 
NS 
NS 
NS 
NS 
NS 
NS 
NS 
-1.99* 
-2.39* 
NS 
NS 
NS 
NS 
NS 
-2.76** 
NS 
NS 
*Slgnifleant at .05 level. 
**Signifleant at .01 level. 
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Table 19. (Continued) 
Group 
Adaptability 
Overall 
Cardlac/non-cardlac pts 
Cardlac/non-cardlac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Cohesion 
Overall 
Cardiac/non-cardiac pts 
Cardlac/non-cardlac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Support 
Overall 
Cardlac/non-cardlac pts 
Cardlac/non-cardlac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Quality of life 
Overall 
Cardlac/non-cardlac pts 
Cardlac/non-cardlac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
Adjustment to illness 
Overall 
Cardiac/non-cardiac pts 
Cardlac/non-cardlac spouses 
Controls 
Cardiac pts & spouses 
Non-cardiac pts & spouses 
9.14*** 
4.67*** 
28.82*** 
4.71*** 
6.14*** 
-4.68*** 
-4.84*** 
NS 
NS 
NS 
-3.71*** 
-2.86** 
NS 
NS 
NS 
-8.42*** 
-8.22*** 
NS 
NS 
NS 
-3.37*** 
-3.04** 
NS 
NS 
NS 
-3.15** 
-3.62*** 
2.24* 
NS 
NS 
***Signifleant at .001 level. 
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Table 20. Analysis of variance showing between group t-value 
probabilities for variables 
Variables Between group t-value probabilities 
Health beliefs 
amount of pain 
extent life change 
health attitudes 
Stress accumulation 
Internal family 
school/work 
relatives/close friends 
finance/law 
family health 
Self-efficacy 
restlessness 
inner directed feelings 
self as resource 
time pressures 
social situations 
other directed feelings 
self-image 
Family functioning 
adaptability 
cohesion 
Support 
Quality of life 
Adjustment to Illness 
NS 
(1,3)* (2,4)** 
NS 
(1,3)* (2,4)** (3,5)** (4,5)* 
(1,3)*** (2,4)*** (2,5)** (4,5)* 
(1,3)* (2,4)*** (1,5)* (2,5)*** 
NS 
NS 
(1,3)* (1,2)* (1,5)** 
(5,6)*** (3,5)*** (4,5)** 
(1,3)* (1,2)* (1,5)*** (3,5)** (2,5)** 
(4,5)** 
(1,5)** (3,5)*** 
(1,5)** (2,5)* 
(1,5)*** (3,5)** 
(4,5)* 
(1,5)* (4,5)** 
(1,5)*** (3,5)*** (2,5)** (4,5)* 
(1,3)*** (2,4)*** (1,5)** (3,5)** (2,5)** 
(4,5)** 
(1,3)*** (2,4)** (3,5)** (4,5)** 
(1,3)*** (2,4)** (1,5)** (3,5)*** (2,5)*** 
(1,3)** (2,4)*** (4,5)** 
(1,3)** (2,4)*** (4,5)*** 
*Group 1 = Cardiac patients; 2 = Cardiac patient spouses; 3 = Non-
cardiac patients; 4 = Non-cardiac patient spouses; 5 = Controls. 
*Slgnlfleant at .05 level. 
**Signlfleant at .01 level. 
***Signlfleant at .001 level. 
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Table 21. Multiple regression analysis for Adjustment to Illness with 
contingency variables for all respondents and group 
combinations 
2 Group Variable Beta T-value R 
All 
respondents 
n"456 
Cardiac & 
non-cardiac 
patients 
n"140 
Cardiac & 
non-cardiac 
patient spouses 
n"134 
Controls 
n=182 
Cardiac 
patient and 
spouse 
n=154 
extent of life change .265 3.48*** .17 
health attitudes .206 4.63*** 
self-efficacy .116 2.35** 
adaptability .173 2.47** 
amount of pain .180 2.51** .46 
extent of life change .449 6.09*** 
health attitudes .168 2.53** 
stress accumulation .142 2.04* 
adaptability .241 2.07* 
amount of pain .230 3.54*** .59 
extent of life change .467 7,10*** 
stress accumulation .261 4.06*** 
support .202 2.80** 
health attitudes .256 3.53*** .16 
adaptability .217 2.43** 
extent of life change .222 3.10** .29 
stress accumulation .333 4.51*** 
self-efficacy .187 2.32* 
Non-cardiac 
patient and 
spouse 
n=120 
amount of pain 
extent of life change 
.355 
.515 
4.76*** 
6.70*** 
.68 
Only significant findings are 
used in all regressions, and entered 
*Signifleant at .05 level. 
**Signifleant at .01 level. 
***Signifleant at .001 level. 
eported. The same variables were 
in the same order. 
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Table 22. Multiple regression analysis for Quality of life with 
contingency variables for all respondents and group 
combinations^ 
Group Variable Beta T-value R2 
All 
respondents 
n=456 
extent of life change 
health attitudes 
stress accumulation 
self-efficacy 
cohesion 
support 
.158 
-.113 
.122 
.269 
.194 
.172 
2.47** 
-3.03** 
3.16** 
6.47*** 
3.27*** 
3.60*** 
.41 
Cardiac & 
non-cardiac 
patients 
n=140 
extent of life change 
health attitudes 
stress accumulation 
self-efficacy 
.232 
-.130 
.198 
.320 
3.30*** 
-2.05* 
2.98** 
4.20*** 
.51 
Cardiac & 
non-cardlac 
patient spouses 
n=134 
stress accumulation .342 4.38*** .39 
Controls 
n=182 
health attitudes 
self-efficacy 
adaptability 
cohesion 
support 
-.156 
.310 
.146 
.285 
.202 
-2.78** 
5.10*** 
2.13* 
4.04*** 
3.18** 
.41 
Cardiac 
patient and 
spouse 
n=154 
health attitudes 
stress accumulation 
self-efficacy 
-.178 
.263 
.290 
-2.89** 
4.18*** 
4.23*** 
.49 
Non-cardiac 
patient and 
spouse 
extent of life change .247 2.16* .31 
n=120 
Only significant findings are reported. The same variables were 
used In all regressions, and entered in the same order. 
*Signifleant at .05 level. 
**Signlfleant at .01 level. 
***Slgnlfleant at .001 level. 
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Malltmiin 
Mœal 
Semes P.C. 
309 EHI Church SirMi • Marshalllown, Iowa 
515-752-460e 
Date 00,0000 
Mr. and Mrs. John Doe 
Any Street 
Good Town, USA, 00000 
Dear Mr. and Mrs. John Doe, 
We would like to ask you to be a part of a research 
project on chest pain that we at Marshalltown Family 
Medical Services are conducting in conjunction with Iowa 
State University, The following page will give you the 
details of this study. 
Yours truly. 
Noel Lund, M.S. 
Axel T. J. Lund, M.D. 
John Reinertson, M.D. 
Dennis R. Davis, P.A. 
Larry LaMasters, P.A. 
OlaisliaÉM 
familf" 
Mid 
Seniices P.C. 
309 East Church Street • Marshalltown, Iowa 
S1S-752-4608 
Chest pain is one of the most common medical complaints 
* of adult patients. The purpose of this study is to examine 
family reactions to this stress. Those reactions deal with 
anxiety, family relationships, financial stress, etc. 
The study is important as the results will help us 
better understand what the patient and family is going 
through during this stressful time. This in turn will help 
us better treat the patient. In addition, this study is 
conducted together with Iowa State University and the 
results will be shared with other locations. Depending on 
the findings, aspects of this study will be presented to 
appropriate Journals for publication. It is being directed 
by Noel Lund, M.S., therapist at Marshalltown Family Medical 
Services in partial fullfillment of requirements for a 
Doctoral degree in the Department of Family Environment. 
This will take a small investment of time on your part, 
but the benefits from the study will be we'll worth the time. 
One of our staff will contact you by telephone during this 
next week to answer any questions you might have and to 
secure your participation. We look forward to working with 
you in this research project. 
300 EHI Church Slrcei • Marthalllown, Iowa 
November 10, 1986 S'S-752-4608 
Dear Mr. and Mrs. {LNAME}, 
Thank you for agreeing to participate In our research 
project on family adaptation to chest pain, as per our 
telephone conversation last week. We a Marshalltown Family 
Medical Services work closely with families on a dally 
basis. Doctors, counselors, teachers and lawmakers need to 
learn much more about health problems. One of the problems 
we are focusing on In this study Is the way that families 
cope with the stresses related to the common symptom of 
chest pain of either cardiac or non-cardiac origin. 
Your family is one of a number of families being Included in 
our study of family stress. Therefore, it is very important 
that your opinions be known to us. 
We want you to answer the questions in the enclosed 
booklets. One booklet is labeled for the patient, and one 
for his or her spouse. It is very Important that both 
answer and that they complete the booklets without talking 
to each other. We have Included separate postage for each 
of you to return the booklets. Simply staple or tape the 
booklets closed and drop them in the mail. 
Your answers are private. The booklet has an identification 
number for mailing purposes only. This is so we can check 
your name off the mailing list when you return it. Your 
name will never be placed on it. 
Thank you very much for agreeing to take time to answer this 
questionnaire. It is greatly appreciated and will 
contribute to Improved medical care. Only by efforts such 
as this will knowledge be furthered. 
Remember, there are no right or wrong answers. The only 
right answers are the ones which truly describe your unique 
situation. 
Thank you again for your assistance. 
Sincerely, 
Noed Lund, M.S., AAMFT 
309 EMI Church Sireal • Marshalllown, Iowa 
51S-7S2-460e 
December 2 ,  1986 
Mr. and Mrs. {LNAME} 
{ADDRESS} 
{CITY), {STATE} {ZIP} 
Dear Mr. and Mrs. {LNAME}, 
A couple of weeks ago you received a questionnaire 
about families and stress associated with chest pain. It was 
sent to you because you so graciously agreed to participate 
in this study. We have not yet received your set of 
questionnaires and would like to ask you to take a little 
time now and send them to us after you have filled them in. 
We realize this request Is just one of many demands on your 
time, but your participation is so Important to the project. 
It will help us help families to understand and cope with 
the many changes that occur with the symptom of chest pain. 
We know it is hard to see the direct application of the 
information you can provide us, but staff members from both 
Iowa State University and Marshalltown Family Medical 
Services are working right now to Interprete the data so 
that it may have a clinical application in serving our 
families . 
If you have already filled out and returned the 
questionnaires, thank you. If you have not could you please 
take the time to do so. Your assistance is crucial. 
We would like to again take this opportunity to thank 
you for your participation. 
Sincerely, 
Noel Lund, M. S 
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CHIST PAIN 
and 
THE FAMILY 
Patient Questionnaire 
Marishalltown Family Medical ôerviceé. P. C 
309 East Church 6trecL # Marshalllown. Iowa 50158 • 515/752-40'". ' 
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CHEST PAIN 
and 
THE FAMILY 
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WE MOULD LIKE TO HAVE SOME BACKGROUND INFORMATION ABOUT YOUR FAMILY TO 
HELP US IN OUR STUDY. PLEASE FILL IN THE BLANK WITH YOUR ANSWERS. 
1. First, think about yourself. 
a. Are you male or female? 
b. What Is your date of birth? / / 
c. How many years of school have you completed? 
d. How many years have you been married to your present spouse? 
Years 
2. Next, think about each of your children starting with the oldest 
child. Please list each of your children on the lines below from 
oldest to youngest. After each name Indicate If they are living at 
home. 
Sex Age Living at Home 
Child 1 M F Yes No 
Child 2 M F Yes No 
Child 3 M F Yes No 
Child 4 M F Yes No 
Child 5 M F Yes No 
Child 6 M F Yes No 
(add on if necessary) 
3. Now think about all other members of your household (besides your 
children). Please Include your spouse. 
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WE ARE INTERESTED IN WHAT LIFE HAS BEEN LIKE IN YOUR FAMILY AND HOW IT 
HAS BEEN AFFECTED BY YOUR CHEST PAIN. THE FIRST QUESTIONS CONCERN YOUR 
FEELINGS ABOUT THE ADEQUACY OF YOUR HEALTH CARE AND ABOUT THE STATE OF 
YOUR HEALTH. PLEASE CHECK THE ANSWER WHICH BEST DESCRIBES YOUR 
EXPERIENCE. 
4. During the last 27 months, you have been diagnosed with chest pain. 
Which of the following statements best describe the amount of pain 
you have experienced? 
[ ] a) a great deal of pain 
[ ] b) some pain 
[ ] c) a little pain 
[ i d) no pain 
5. Please Indicate how recently your first diagnosis of chest pain 
occurred. 
[ ] a) since July, 1984 
[ ] b) prior to July. 1984 
6. The presence of chest pain can affect many areas of a person's 
life. Please select the statement which best describes the extent 
to which your pain has changed your life. 
[ ] a) a great deal 
[ ] b) somewhat 
[ ] c) very little 
[ ] d) none at all 
NOW THINK ABOUT YOUR FEELINGS ABOUT YOUR MEDICAL CARE AND YOUR HEALTH. 
WE ARE CONSIDERING THE TIME PERIOD FROM JULY. 1984 TO PRESENT. 
7. Which of the following statements best describes your attitude 
about taking care of your health? 
[ ] a) I am very concerned and pay close attention to my health. 
[ 1 b) Most of the time I pay attention to my health care needs. 
[ ] c) Usually, I try to take care of health matters but sometimes 
I Just don't get around to it. 
[ ] d) Health care is something that I Just don't worry about. 
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8. Your present Illness probably 
care on your part. Would you 
best describes your reaction. 
requires some special attention and 
please select the statement below that 
[ ] a) I do things pretty much the way I always have done them and 
I don't worry or take any special considerations.for my 
Illness. 
[ ] b) I try to do all the things I am supposed to do to take care 
of myself, but lots of times I forget or I am too tired or 
busy. 
[ ] c) >1 do a pretty good Job taking care of my present Illness. 
[ ] d) I pay close attention to all the needs of my present ill-
•ness and do everything I can to take care of myself. 
9. In general, how do you feel about the quality of medical care 
available today and the doctors who provide it? 
[ ] a) Medical care has never been better, and the doctors who 
give it are doing an excellent job. 
[ ] b) The quality of medical care available is very good, but 
there are some areas that could stand improvement. 
[ ] c) Medical care and doctors are just not of the same quality 
they once were. 
[ ] d) I do'n't have much faith in doctors and medical care today. 
10. During your present illness you have received treatment from both 
doctors and medical staff. How do you feel about them and the treat­
ment you have received from them? 
[ ] a) I am very unhappy with the treatment I have received and 
don't think the staff has done all they could have for me. 
[ ] b) I have not been Impressed with the treatment I have re­
ceived, but I think it Is probably the best they can do. 
[ ] c) The treatment has been pretty good on the whole, although 
there have been a few problems. 
[ ] d) The treatment and the treatment staff have been excellent. 
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11. When they, are ill, different people expect different things about 
their illness, and have different attitudes about being ill. Could 
you please check the statement below which comes closest to 
describing your feelings. 
[ ] a) I am sure that I am going to overcome the Illness and Its 
problems quickly and get back to being my old self. 
[ ] b) My Illness has caused some problems for me, but I feel I 
will overcome them fairly soon» and get back to the way I 
was before. 
[ ] c) My Illness has really been a great strain on me, both 
physically and mentally, but I am trying very hard to 
overcome It, and am sure that I will be back to my old self 
one of these days. 
[ ] d) I feel worn out and very weak from my Illness and there are 
times when I don't know If I am really ever going to be 
able to overcome It. 
12. Being ill can be a confusing experience, and some patients feel 
that they do not receive enough information and detail from their 
doctors and the medical staff about their illnesses. Please select 
a statement below which best describes your feelings about this 
matter. 
[ ] a) My doctor and the medical staff have told me very little a-
bout my illness even though I have asked more than once. 
[ ] b) I do have some information about my illness but I feel I 
would like to know more. 
[ ] c) I have a pretty fair understanding about my illness and 
feel that if I want to know more I can always get the In­
formation 
[ ] d) I have been given a very complete picture of my Illness and 
my doctor and medical staff have given me all the details I 
wish to have. 
13. In an illness such as yours, people have different ideas about 
their treatment and what to expect from it. Please select one of 
the statements below which best describes what you expect about your 
treatment. 
[ ] a) I believe my doctors and medical staff are quite able to 
direct my treatment and feel it is the best treatment I 
could receive. 
[ ] b) I have trust in my doctor's direction of my treatment, how­
ever, sometimes I have doubts about It. 
[ ] c) I don't like certain parts of my treatment which are very 
unpleasant, but my doctors tell me I should go through it 
anyway. 
[ ] d) In many ways I think my treatment Is worse than the Illness 
and I am not sure it is worth going through It. 
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14. In an Illness such as yours patients are given different amounts of 
Information about their treatment. Please select a statement from 
below which best describes Information you have been given about 
your treatment. 
[ ] a) I have been told almost nothing about my treatment and feel 
left out about it. 
[ ] b) I have some information about my treatment but not as much 
as I would like to have. 
[ ] c) Ny Information concerning treatment is pretty complete, but 
there are one or two things I still want to know. 
[ ] d) I feel my information concerning treatment is very complete 
and up-to-date. 
WE WOULD LIKE TO HAVE SOME ADDITIONAL BACKGROUND INFORMATION ABOUT YOUR 
FAMILY TO HELP US IN OUR STUDY. PLEASE CONSIDER YOUR FAMILY TO BE THOSE 
PERSONS LIVING IN YOUR HOME TO WHOM YOU ARE RELATED BY BLOOD, MARRIAGE 
OR ADOPTION. THIS INCLUDES PERSONS WHO LIVE WITH YOU THOSE TO 
WHOM YOU HAVE A LONG TERM COMMITTMENT. 
Over the life span, all families experience many changes as a result of 
growth and development of members and due to other circumstances. 
Please read each of the events below and mark whether it was experienced 
by any family member since July 1, 1984. If yes, please circle the 
number showing how disturbing it was, using the following codes. 
1 - NOT 
2 - SLIGHTLY 
3 - MODERATELY 
4 - QUITE 
5 - EXTREMELY 
For example. If a member of your family moved home since July 1984 you 
would circle Yes. If that event was slightly disturbing to you, you 
would circle 2 after item c. 
15. FAMILY LIFE EVENTS. Has this happened Mark how 
to your family disturbing 
A. Internal to the Family since 7/1/84 this was. 
a. Death of a member Yes No 
I 
1 
I i 
4 S 
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: * I * I 
b. Marriage of a member Yes No 
1
1 
t  
2 3 
i  
4 5 
c. Member moves back (unemployed, 
divorced, of separated, etc,.) Yes No 1 2 3 4 5 
d. Marital separation or 
divorce occurs Yes No 1 2 3 4 5 
e. Periodic absence of family 
member due to work demands Yes No 1 2 3 4 S 
f. Family pet dies Yes No 1 2 3 4 5 
g. 
h. 
Member demanding of new 
privileges, exemptions from 
family rules, choice of. 
friends, dates, etc. 
Adult child has trouble 
achieving Independence 
Yes 
Yea 
No 
No 
1 
1 
2 
2 
3 
3 
4 
4 
5 
5 
1. Household chores pile up Yes No 1 2 3 4 .6 
J .  Family took a stressful 
vacation Yes No 1 2 3 4 S 
k. Remarriage of a member Yes No 1 2 3 4 S 
Family. School and Work 
1. Member drops out of school 
before completing training Yes No 1 2 3 4 5 
m. Major wage earner loses or 
quits Job Yes No 1 2 3 4 S 
n. Major wage earner starts or 
returns to work Yes No 1 2 3 4 5 
0 . Member changes to new job 
or shifts career Yes No 1 2 3 4 5 
p. Member's hours/scheduling 
of work change Yes No 1 2 3 4 5 
q .  Member has major conflict 
with boss and/or others at work Yes No 1 2 3 4 5 
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C. Family. Relatives and Close Friends 
r. 
advice, gifts) Yes No 12 3 4 6 
Relatives/in-laws become I } I i 
intrusive (offer unwelcome I 1 
s. Death of husband's or 
wife's parents Yes No 12 3 4 5 
t. Death of brother or sister Yes No 12 3 4 5 
u. Death of close friend and 
confidant Yes No 12 3 4 5 
V. Member breaks up with close 
friend or confidant Yes No 12 3 4 5 
Family. Household Finance and the Law 
w. Cut in total family income Yes No 12 3 4 5 
X. Expenses exceed total family 
income requiring going into 
debt Yes No 1 2 3 4 5 
y. Family takes a major loss in 
stock market, bank failure, 
bad debts, etc. Yes No 12 3 4 5 
z. Member starts receiving 
public assistance in the form 
of food stamps, rent subsidy 
or AFDC Yes No 1 2 3 4 5 
aa.Member takes out or refinances 
a loan to cover increased ex­
penses Yes No 1 2 3 4 5 
bb.Family member involved with 
courts; robbed or assaulted, 
arrested for crime or minor 
misdemeanor, jailed, or in­
volved in lawsuit Yes No 12 3 4 5 
cc.Family forced to dip heavily 
into family savings Yes No 12 3 4 5 
dd.Member experiencing demotion, 
job bumping, or retooling Yes No 12 3 4 5 
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E. Family and Health 
ee.Serious accident Yes No 12 3 4 5 
JJ.Major Surgery (please specify) 
kk.Other serious illness (specify) 
Yes No 
Yes No 
f 1 i I 
ff.Heart Attack Yes No 1 2 3 4 5 
gg.Stroke Yes No 12 3 4 5 
hh.Serious emotional problems Yes No 12 3 4 5 
ii. Hypertension Yes No 1 2 3 4 5 
For any of the health problems listed above please indicate which 
family member experienced the illness. 
ee.Serious accident 
ff.Heart attack 
gg.Stroke 
hh.Serious emotional problems 
ii.Hypertension 
JJ.Major surgery 
kk.Other illness 
F. Other Events Not Covered 
W W  .  
Yes No 1 2 3 4 5 
X X  .  
Yes No 1 2 3 4 5 
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TO GET AN ACCURATE PICTURE OF THE FAMILIES IN OUR STUDY, WE NEED TO 
KNOW SOMETHING ABOUT YOUR FAMILY'S WORK AND INCOME. 
16. First, we would like some Information about your work. 
Yes, employed full time (36+ hours/week) or with a Job but 
not at work at present because of temporary illness, vaca­
tion, or strike. 
Yes, employed part-time (less than 35 hours/week) 
Full time homemaker 
Retired 
In school 
Disabled 
Other (Please specity) 
17. Please give us some Information about the type of work you do/did. 
a) What is/was your main occupation or Job title? 
b) In what type of business or industry is/was this; that is, what 
product is/was made or what service is/was given? 
18. Next, think about your personal income before taxes for 1985." Be 
sure to Include all sources of income that you receive personally; 
such as earned income, investments, social security, your own 
business, job-related benefits, welfare benefits, rent and so on. If 
you farm or have your own business, we would like you to indicate 
your net farm or net business income before taxes. 
] a) below $10,000.00 
] b) between $10,000.00 and $20,000.00 
] c) between $20,001.00 and $40,000.00 
j d) between $40,001.00 and $75,000.00 
] e) over $75,001.00 
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19. Now, think about your total family Income for 1985. This la 
total Income before taxe# for all member# of your family. Including 
your«elf and your dependent children. Be aure to Include all 
Income,such as earned Income, Investments, social security, your own 
business. Job-related benefits, welfare benefits, and so on. If 
your family farms or has Its own business. Indicate net farm or net 
business Income before taxes. 
[ ] a) below $10,000.00 
[ ] b) between $10,000.00 and $20,000.00 
[ ] c) between $20,001.00 and $40,000.00 
[ ] d) between $40,001.00 and $75,000.00 
[ ] e) over $75,001.00 
NOW WE WOULD LIKE TO ASK YOU SOME QUESTIONS ABOUT HOW CONFIDENT YOU ARE 
THAT YOU CAN COPE WITH OR MANAGE CERTAIN SITUATIONS. PLEASE READ EACH 
STATEMENT CAREFULLY. THEN INDICATE BELOW HOW WELL YOU THINK YOU COULD 
DEAL WITH EACH SITUATION SHOULD IT ARISE. PLEASE USE THE CODES BELOW TO 
INDICATE YOUR ANSWER. 
1 « POORLY 
2 - FAIRLY WELL 
3 - MODERATELY WELL 
4 - VERY WELL 
5 - "NO PROBLEM" 
For example, if you feel moderately confident that you can deal with 
feelings of boredom, circle 3. 
20. Restlessness can produce feelings of discomfort. Indicate how 
confident you are in the following situations. 
CONFIDENCE LEVEL 
SITUATION Î 1 
S 
1 S 1 
a) I can cope with feelings of boredom. 1 2 3 4 5 
b) I can manage when I am inactive. 1 2 3 4 S 
c) I can handle minor problems. 1 2 3 4 5 
d) I can solve tough problems. 1 2 3 4 5 
e) I can handle light physical activity. 1 2 3 4 5 
f) I can handle strenous exertion. 1 2 3 4 5 
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21. Ne all have private feelings and emotions which can vary In 
different situations. Please indicate how confident you are in the 
following situations. g 
I n ! I 
a) I can handle my feelings when frustrated. 12 3 4 5 
b) I can cope with mild anger arousal. 12 3 4 5 
c) I can manage a great deal of anger arousal. 12 3 4 5 
d) I can cope with feelings of depression. 12 3 4 5 
e) I can cope when I feel worried. 12 3 4 5 
f) I can handle feelings of Impatience. 12 3 4 5 
22. People use a variety of resources in stressful situations. Please 
indicate how confident you are in the following situations. 
a) I can deal with new challenges by myself. 12 3 4 5 
b) I can handle conflict without the use of 12 3 4 5. 
alcohol and tobacco. 
c) I can handle anxiety without the use of 12 3 4 5 
medication. 
d) I can master challenging tasks by myself. 12 3 4 5 
e) I can handle nervousness without overeating. 12 3 4 5 
f) I can handle worries without consulting 12 3 4 5 
my friends. 
23. The structuring of time can be a problem to many people. Please 
indicate how confident you are about yourself in the following 
situations. 
a) I can cope when I am pressured by lack of time. 2 3 4 5 
b) I can manage when I must simply pass time. 2 3 4 5 
c) I can cope with situations that allow no time 2 3 4 5 
for leisure. 
d) I can handle a lot of leisure time. 2 3 4 5 
e) I can manage when my family demands too much 2 3 4 5 
of my time. 
f) I can manage momentary set backs. 2 3 4 5 
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24. Social situations can be enjoyable but can also arouse anxiety and 
anger. Please Indicate how confident you are that you can manage 
the following situations. 
a) I can handle social gatherings when no one 
I know is present. 
b) I can handle refusing an invitation that I am 
expected to accept. 1 
! 1 
1 2 
c) I can manage even though others disapprove of me.l 
1 
1 
f) I can deal with sales persons who are annoying. 1 
d) I can manage my behavior when relatives 
interfere in family problems. 
e) I can manage disagreements with co-workers. 
2 
2 
2 
2 
2 
I 
3 
3 
3 
3 
3 
3 
2 $ 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
25. People often experience feelings or emotions in relation to other 
people. These feelings often vary. Please Indicate how confident 
you are that you can handle the following situations. 
a) I can cope with feelings of embarrassment. 12 3 4 5 
b) I can deal with anger directed towards me. 12 3 4 5 
c) I can handle feeling "put down" by others. 12 3 4 5 
d) I can handle criticism. 12 3 4 5 
e) I can cope when I feel "different" from other 12 3 4 5 
people. 
f) I can cope when others ignore me. 12 3 4 5 
26. Self image Is the way that you perceive yourself, regardless of 
your performance. Please indicate how confident you are that you 
can manage the following situations. 
a) I can cope with failure. 
b) I can handle compliments. 
c) I can cope when I am Judged on the merits 
of my performance. 
d) I can manage when I must learn new skills. 
e) I can deal with change. 
f) I can handle making important decisions. 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
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27. THE FOLLOWING QUESTIONS REFER TO THE WAYS IN WHICH YOUR FAMILY 
MEMBERS RELATE TO ONE ANOTHER. PLEASE CIRCLE THE RESPONSE WHICH 
BEST DESCRIBES YOUR FAMILY FOR EACH ITEM, USING THE FOLLOWING 
CODES. 
1 - ALMOST NEVER 
2 - ONCE IN A WHILE 
3 - SOMETIMES 
4 - FREQUENTLY 
5 - ALMOST ALWAYS 
For example, if your family members almost always ask each other for 
help, you would circle 5 after Item a. 
I 1 1 1 I 
a) Family members ask each other for help 12 3 4 5 
b) In solving problems, the children's suggestions 
are followed 12 3 4 5 
c) We approve of each other's friends 12 3 4 5 
d) Children have a say in their discipline 12 3 4 5 
e) We like to do things with just our immediate 
family 12 3 4 5 
f) Different persons act as leaders in our family 12 3 4 5 
g) Family members feel closer to other family members 
than to people outside the family 12 3 4 5 
h) Our family changes its way of handling tasks 12 3 4 5 
i) Family members like to spend free time with each 
other 12 3 4 5 
J) Parent(s) and children discuss punishment together 12 3 4 5 
k) Family members feel very close to each other 12 3 4 5 
1) The children make the decisions in our family. 12 3 4 5 
m) When our family gets together for activities, 
everybody is present. 12 3 4 5 
n) Rules change in our family. 12 3 4 5 
o) We can easily think of things to do together as 
a family. 12 3 4 5 
p) We shift household responsibilities from person 
to person. 12 3 4 5 
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q) Family member* consult other family members on 
their decisions. 
r) It Is hard to Identify the leader(s) In our family. 
s) Family togetherness is very Important. 
t) It is hard to tell who does which household 
chores. 
< J 
1 
2 
2 
2 
2 
3 
3 
3 
3 
4 
4 
4 
4 
I 1 1 1 
5 
5 
5 
5 
28. THE FOLLOWING RELATIONSHIPS CAN BE HELPFUL OR DIFFICULT FOR PEOPLE. 
PLEASE CIRCLE THE NUMBER WHICH BEST REPRESENTS THE IMPACT EACH HAS 
ON YOUR LIFE MOST OF THE TIME USING THE FOLLOWING CODES. 
1 - VERY NEGATIVE 
2 - MODERATELY NEGATIVE 
3 - LITTLE EFFECT 
4 - GOOD 
5 - VERY GOOD 
For example, if your parents usually have a good effect on your life, 
you would circle 4 after item a. 
a) Parents 
b) Spouse 
c) Children 
d) Ex-spouse 
e) Brothers/Sisters 
f) Other family members 
g) Friends 
h) Co-workers 
i) Neighbors 
J) Professionals 
k) Support group 
I I I 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
I J 
3 4 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
I 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
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i l l .  j  
1) Community resources 12 3 4 5 
m) Other (please speclty) 12 3 4 5 
NOW, THINK ABOUT YOUR ILLNESS. WE ARB INTERESTED IN THE EFFECTS THAT 
CHEST PAIN HAS HAD ON YOUR RELATIONSHIPS AND PERFORMANCE AT HOME AND ON 
THE JOB, AS WELL AS ON FAMILY AND PERSONAL RELATIONSHIPS. PLEASE CHECK 
THE ANSWER WHICH BEST DESCRIBES YOUR EXPERIENCE. 
IF YOU ARE RETIRED OR NOT PRESENTLY EMPLOYED PLEASE PLACE AN "X" IN THE 
FOLLOWING SPACE AND GO ON TO QUESTION 33. 
29. Has your illness interfered with your ability to do your job? 
[ ] a) No problems with my Job 
[ ] b) Some problems, but only minor ones 
[ ] c) Some serious .problems 
[ ] d) Illness has really prevented me from doing my job 
30. How well do you physically perform your job now? 
[ ] a) Poorly 
[ ] b) Not too well 
[ ] c) Adequately 
( ] d) Very well 
31. During the past 27 months, have you lost any time at work due to 
your illness? 
[ ] a) 3 days or less 
[ ] b) 1 week 
[ ] c) 2 weeks 
[ ] d) More than 2 weeks 
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32. Is your job as important to you now as it was before your illness? 
[ ] a) Little or no Importance to me now 
[ ] b) A lot less Important 
[ ] c) Slightly less Important 
[ ] d) Equal or greater importance than before 
33. Have you had to change your goals concerning your job as a result 
of your Illness? 
[ ] a) My goals are unchanged 
[ ] b) There has been a slight change in my goals 
[ ] c) My goals have changed quite a bit 
[ ] d) I have changed my goals completely 
34. Have you noticed any increase in problems with your co-workers 
(neighbors) since your illness? 
[ ] a) A great Increase in problems 
[ ] b) A moderate Increase in problems 
[ ] c) A slight increase in problems 
[ ] d) None 
35. How would you describe your relationship with your husband or your 
wife since your illness. 
[ ] a) Good 
[ ] b) Fair 
[ ] c) Poor 
[ ] d) Very Poor 
36. How would you describe your relationships with the other people you 
live with (e.g., children, parents, aunts, etc.)? 
[ ] a) Very poor 
[ ] b) Poor 
[ ] c) Fair 
[ ] d) Good 
37. How much has your illness Interferred with your work and duties 
around the house? 
[ ] a) Not at all 
[ ] b) Slight problems, easily overcome 
[ ] c) Moderate problems, not all of which can be overcome 
[ ] d) Severe difficulties with household duties 
Page 16 
187 
38. In those areas where your Illness has caused problems with your 
household work, how has the family shifted duties to help you out? 
[ ] a) The family has not been able to help out at all. 
[ ] b) The family has tried to help but many things are left 
undone. 
[ ] c) The family has done well except for a few minor things, 
i ] d) No problems. 
39. Has your illness resulted in a decrease in communication between 
you and members of your family? 
[ ] a) No decrease in communication. 
[ ] b) A slight decrease in communicaton. 
[ ] c) Communication has decreased, and I feel somewhat withdrawn 
from them. 
[ ] d) Communication has decreased a lot, and I feel very alone. 
40. Some people with an illness like yours feel they need help from 
other people (friends, neighbors, family, etc.) to get things done 
from day to day. Do you feel you need such help and is there anyone 
to provide it? 
[ ] a) I really need help but seldom is anyone around to help. 
[ ] b) I get some help, but I can't count on it all the. time. 
[ ] c) I don't get all the help I need all of the time, but most of 
the time help is there when I need it. 
[ ] d) I don't feel I need such help, or the help I need is 
available from my family or friends. 
41. Have you experienced any physical disability with an illness? 
[ ] a) No physical disability. 
[ ] b) A slight physical disability 
[ ] c) A moderate physical disability 
[ ] d) A severe physical disability 
42. An illness such as yours can sometimes cause a drain on the 
family's finances. Are you having any difficulties meeting the 
financial demands of your illness? 
[ ] a) Severe financial hardship 
i ] b) Moderate financial problems 
[ ] c) A slight financial drain 
[ ] d) No money problems 
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43. Sometime# having an Illness can cause problems in a relationship. 
Has your illness led to any problems with your husband or wife? 
[ ] a) There has been no change In our relationship. 
[ .] b) We are a little less close since my illness. 
[ ] c) We are definitely less close since my illness. 
[ ] d) We have had serious problems or a break In our relationship 
since my Illness. 
44. Sometime when people are ill they report a change of interest in 
sexual activities. Have you experienced a change in sexual Interest 
since your illness? 
[ ] a) Absolutely no sexual Interest since illness 
[ ] b) A marked loss of sexual Interest 
[ i c) A slight loss of sexual Interest 
[ ] d) No loss of sexual Interest 
45. Illness sometimes causes a change in sexual activity. Have you 
experienced any change in the frequency of your sexual activities? 
[ ] a) No change in sexual activities 
[ ] b) Slight decrease in sexual activities 
[ ] c) Marked decrease in sexual activities 
[ ] d) Sexual activities have stopped 
46. Has there been any change in the pleasure or satisfaction you 
normally experience from sex? 
[ ] a) Sexual pleasure and satisfaction have stopped 
[ ] b) A marked loss of sexual pleasure or satisfaction 
[ ] c) A slight loss of sexual pleasure or satisfaction 
[ ] d) No change in sexual satisfaction 
47. Sometimes an illness will cause an interference in a person's 
ability to perform sexual activities even though they are still 
interested in sex. Has this happened to you, and if so to what 
degree. 
[ ] a) No change in my ability to have sex 
[ ] b) Slight problems with my sexual performance 
[ ] c) Constant sexual performance problems 
[ ] d) Totally unable to perform sexually 
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48. Sometime# an illness will interfere with a couples' normal sexual 
relationship and cause arguments or problems between them. Have you 
and your partner had any arguments like this, and if so, to what 
degree? 
[ ] a) Constant arguments 
[ ] b) Frequent arguments 
[ ] c) Some arguments 
[ ] d) No arguments 
49. Have you had as much contact as usual (either personally or by 
telephone) with members of your family outside your household since 
your illness? 
[ ] a) Contact Is the same or greater since Illness 
[ ] b) Contact Is slightly less 
[ i c) Contact is markedly less 
[ ] d) No contact since Illness 
50. Have you remained as interested in getting together with these 
members of your family since your illness? 
[ ] a) Little or no interest in getting together with them 
[ ] b) Interest is a lot less than before 
[ ] c) Interest is slightly less 
[ ] d) Interest Is the same or greater since Illness 
51. Sometimes, when people are ill, they are forced to depend on 
members of the family outside the household for physical help. Do 
you need physical help from them, and do they supply the help you 
need? 
[ ] a) I need no help, or they give me all the help I need. 
[ ] b) Their help is enough, except for some minor things.,. 
[ ] c) They give me some help but not enough. 
[ ] d) They give me little or no help even though I need a great 
deal. 
52. Some people socialize a great deal with members of their family 
outside their immediate household. Do you do much socializing with 
these family members, or has your illness reduced such socializing? 
[ ] a) Socializing with them has been pretty much eliminated 
[ ] b) Socializing with them has been reduced significantly 
[ i c) Socializing with them has been reduced somewhat 
[ '] d) Little or no socializing, or slight or no effect of Illness 
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53. In general, how have you been getting along with these members of 
your family recently? 
[ ] a) Good 
[ ] b) Fair 
[ ] c) Poor 
t 1 d) Very Poor 
54. Are you still as Interested In your leisure time activities and 
hobbles as you were prior to your Illness? 
[ ] a) Same level of Interest as previously 
[ ] b) Slightly less Interest than before 
( ] c) Significantly less interest than before 
[ ] d) Little or no interest remaining 
55. How about actual participation? Are you still actively Involved 1 
doing those activities? 
[ ] a) Little or no participation at present 
[ ] b) Participation reduced significantly 
[ ] c) Participation reduced slightly 
[ ] d) Participation remains unchanged 
56. Are you as interested in leisure time activities with your family 
(i.e., playing cards and games, taking trips, going swimming, etc 
as you were prior to your illness? 
[ ] a) Same level of Interest as previously 
[ ] b) Slightly less interest than before 
[ ] c) Significantly less interest than before 
[ ] d) Little of no interest remaining 
57. Have you maintained your Interest in social activities since your 
Illness (e.g., social clubs, church groups, movies, etc.)? 
[ ] a) Same level of interest as previously 
[ ] b) Slightly less Interest than before 
[ ] c) Significantly less interest than before 
[ j d) Little or no interest remaining 
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5 8 .  H O N  about participation? Do you still go but with your friends and 
do those things? 
[ ] a) Little or no participation at present 
[ ] b) Participation reduced significantly 
[ i c) Participation reduced slightly 
[ ] d) Participation remains unchanged 
5 0 .  Recently, have you felt afraid, tense, nervous, or anxious? 
[ ] a) Not at all 
[ ] b) A little bit 
[ ] c) Quite a bit 
[ ] d) Extremely 
60. Recently, have you felt sad, depressed, lost Interest in things, or 
felt hopeless? 
[. ] a) Extremely 
[ ] b) Quite a bit 
[ ] c) A little bit 
[ ] d) Not at all 
61. Recently, have you felt angry, irritable, or had difficulty 
controlling your temper? 
[ ] a) Not at all 
[ ] b) A little bit 
[ ] c) Quite a bit 
[ ] d) Extremely 
62. Recently, have you blamed yourself for things, felt guilty, or felt 
like you have let people down? 
[ ] a) Extremely 
[ ] b) Quite a bit 
[ ] c) A little bit 
[ ] d) Not at all 
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63. Recently, have you worried much about your illnea# or other 
•attars? 
[ ] . a) Not at all 
[ ] ; b) A Ittle bit 
[ i o) Quite a bit 
i ] d) Extremely 
64. Recently, have you been feeling down on yourself or less valuable 
as a peraon? 
[ ] a) Extremely 
[ ] b) Quite a bit 
[ ] c) A little bit 
[ ] d) Not at all 
65. Recently, have you been concerned that your Illness has caused 
' changea in the way you look that make you less attractive? 
[ ] a) Not at all 
[ ] b) A little bit 
[ ] c) Quite a bit 
[ ] d) Extremely 
FINALLY. WE WOULD LIKE YOU TO CONSIDER YOUR OVERALL SENSE OF WELL BEING 
AND SATISFACTION WITH VARIOUS AREAS OF YOUR LIFE. PLEASE CIRCLE THE 
NUMBER WHICH BEST DESCRIBES YOUR FEELINGS. USING THE CODES BELOW. 
1 - DISSATISFIED 
2 - SOMEWHAT DISSATISFIED 
3 - GENERALLY SATISFIED 
4 - VERY SATISFIED 
5 - EXTREMELY SATISFIED 
For example, if you are generally satisfied with your family, circle 3 
for item a. 
. h i !  HOW SATISFIED ARE YOU WITH lit'  
66. Marriage and family life I J J I I 
a) Your Family 12 3 4 5 
b) Your Marriage 12 3 4 5 
c) Your Children 1 2 3 4 5 
d) Number of children in your family 12 3 4 5 
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67. Friends Ih $ J 
a) Your friends 12 3 4 5 
68. Extended Family 
a) Your relationship with relatives (aunts, 
uncles, grandparents, etc.) 1 2 3 4 5 
69. Health 
a) Your own health 12 3 4 5 
b) Health of other family members 12 3 4 5 
70. Home 
a) Your current housing arrangement 12 3 4 5 
b) Your household responsibilities 12 3 4 5 
c) Other family members' household 
responsibilities 12 3 4 5 
d) Space for your own needs 12 3 4 5 
e) Space for your family needs 12 3 4 5 
71. Education 
a) The amount of education you have 12 3 4 5 
b) The educational programs designed to 
improve marriage and family life 12 3 4 5 
72. Time 
a) Amount of free time 12 3 4 5 
b) Time for self 12 3 4 5 
c) Time for family 12 3 4 5 
d) Time for housework 12 3 4 5 
e) Time for earning money 12 3 4 5 
73. Religion 
a) The Religious life of your family 12 3 4 5 
b) The Religious life in your community 12 3 4 5 
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11 I 74. Employment ^ 
a) Your principal occupation (Job) 12 3 4 5 
b) Your job security 12 3 4 5 
75. Mass Media 
a) The amount of time family members 1 2 3 4 5 
watch TV. 
b) The quality of TV programs 1 2 3 4 5 
c) The quality of movies 1 2 3 4 5 
d) The quality of newspapers and magazines 1 2 3 4 5 
76. Financial Well Being 
a) Your level of Income 12 3 4 5 
b) Money for family necessities 12 3 4 5 
c) Your ability to handle financial 12 3 4 5 
emergencies 
d) Amount of money you owe (mortgage, loans 
credit cards) 12 3 4 5 
e) Level of Savings 12 3 4 5 
f) Money for future needs of family 12 3 4 5 
77. Neighborhood and Community 
a) The schools in your community 12 3 4 5 
b) The safety in your community 12 3 4 5 
c) The neighborhood you live in 1 2 à' 4 5 
d) The recreational facilities (parks, play­
grounds, programs, etc.) 12 3 4 5 
e) The shopping in your community 1 2 3 4 5 
f) The health care services 12 3 4 5 
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Thank you for completing this questionnaire. Your experiences will 
contribute to a better understanding of the factors which help families-
cope with chest pain. 
78. Would you like a copy of the result? Yes; No. 
79. Would you be Interested in attending a seminar which discusses 
these results and any other questions you might have? 
Yes; No. 
Please use this space for any comments you might have concerning this 
study. We would appreciate your thoughts about anything which you feel 
Is Important for Individuals, as well as couples, to know in dealing 
with the„adjustment to chest pain. 
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